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Meschan’s 


ROENTGEN SIGNS IN CLINICAL DIAGNOSIS 


This unique book is one of the most effective aids to suc- 
cessful x-ray diagnosis yet developed. It is so organized that 
the physician, when confronted with a puzzling radiogram, 
can be directed along the proper channel of investigation on 
the sole basis of the film’s appearance. In most other refer- 
ence sources a suspicion of the type of pathology present 
is a prerequisite to starting formulation of a diagnosis. 
Radiologic aspects of the entire body and attendant disease 
entities are covered. The author, aided by explicit line 
drawings, shows you why the image appears as it does. He 
explains structural changes accounting for altered radiogra- 
phic appearance and classifies signs in terms of changes in 
size, contour, architecture, density, position and function. 
This approach helps you to more readily identify the disease 
pattern and to appraise the stage of the disease. 

In each body area the author discusses first the particular 


technical aspect of radiography. Next, the anatomy of the 
region is reviewed and how to make a routine examination 
is outlined. Finally, for each of the disorders that may affect 
the area, there is specific information on: (1) X-ray appear- 
ance of lesion (2) Pathologic physiology of lesion as it af- 
fects x-ray appearance (3) Significance of the various find- 
ings (4) Features differentiating the particular disease from 
others with which it may be confused. 

Over 400 pages are devoted to the skeletal system including 
material on fractures, dislocations, bone disease, disorders 
of spinal column, etc. 


By ISADORE MESCHAN, M.A., M.D., Professor and Director of the De- 
partment of Radiology at the Bowman Gray School of Medicine of Wake 
Forest College, Winston-Salem, North Carolina. With the Assistance of R. 
FARRER-MESCHAN, M.B., B.S. (Melbourne, Australia), M.D. (Bowman 
Gray School of Medicine), 1058 pages, 644”x10”, with 2216 illustrations on 
780 figures. $20.00 
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in arthritis, BUF FERIN. because... 


...in the majority of your arthritic cases BUFFERIN alone can safely 
and effectively provide adequate therapeutic control without resort- 
ing to the more dangerous cortisone-like drugs. 

... BUFFERIN is better tolerated by the stomach than aspirin, espe- 
cially among arthritics where a high dosage, long term salicylate 
regimen is indicated. 

... BUFFERIN provides more rapid and more uniform absorption of 
salicylate than enteric-coated aspirin. 

...even in the relatively few cases where steroids are necessary, use 
of BUFFERIN will allow proper flexibility for individual dosages. 

... BUFFERIN is more economical for the arthritic who requires a long 
period of medication. 

... BUFFERIN contains no sodium, thus massive doses can be safely 
given without fear of sodium accumulation or edema. 


Each sodium-free BUFFERIN tablet contains acetylsalicylic acid 
_§ grains, and the antacids magnesium carbonate and aluminum glycinate. 


Bristol-Myers Company, 19 West 50 Street, New York 20, N. Y.. 
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Ordinary desiccated thyroid and thyroid frac- 
tions have one thing in common: they some- 
times produce a highly uneven calorigenic 
effect. Ordinary thyroid may drop the patient 
from a “high” of nervousness and tachycardia 
to a “low” of clinical ineffectiveness. And thy- 
roid fractions tend to cause a far too rapid 
rise in the metabolic rate (with a consequent 
risk of cardiac involvement or other compli- 
cations) followed by a sudden and marked re- 
lapse and distressing withdrawal symptoms.*? 


neither too much nor too little: Proloid, since 
it is highly purified and rigidly standardized, 
avoids not only the discomfort and danger of 
too much response, but also the disappoint- 
ment of too little. At the same time, Proloid 
offers the complete thyroid complex, thus as- 


NO therapeutic roller coaster 


suring the benefits of all the thyroid principles. 


smooth, predictable clinical response: Proloid 
gives the physician close control over therapy, 
permitting him to achieve the desired results 
tablet after tablet, bottle after bottle. Today, 
as through the years, Proloid is preferred 
whenever thyroid therapy is indicated. 


Average daily dose: 
Myxedema.... 
Subclinical hypothyroidism ....... 
Infertility (male and female) ...... 
Menstrual dysfunction.......... Ilto3gr. 
Threatened abortion 1% to 3 gr. 


References: 1. Beierwaltes, W. H.: J. Michigan M. Soc. 
55:180 (Feb.) 1956. 2. Frawley, T. F.; McClintock, J. C.; 
Beebe, R. T., and Marthy, G. L.: J.A.M.A. 160:646 (Feb. 25) 
1956. 


1 to 3 gr. 
1 to 5 gr. 
1 to 3 gr. 


Proloid 


the total thyroid complex 
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INFORMATION FOR CONTRIBUTORS 


THE JOURNAL OF THE AMERICAN OSTEOPATHIC Associa- 
TION is the official scientific publication of the American 
Osteopathic Association. Articles are accepted with the 
understanding that they have not been published or ac- 
cepted for publication elsewhere. 


October 1957 Vol, 57, No. 2 


MANUSCRIPTS 


113. Governance in osteopathic education. 
. : 1. Manuscripts should be typed in triplicate, the original 
hia, P : 
Poul T. Lloyd, D.0.,:Philadelphia, F’enna and carbon sent to THE JoURNAL, and one carbon kept 


i i alities i ditions other 
by the author. All copy, including quotations, footnotes, 
Victor R. Fisher, D.O., M.Sc., F.A.C.O.1., Phila- tables, references, and legends for figures, should be 


delphia, Penna. double-spaced, with ample margins. an 
126 Total breech extraction. 2. References are required for all material derived from ' 

Charles K. Norton, D.O., Royal Oak, Mich. the work of others, whether or not authors’ names are 
130 pH of the skin and atopic dermatitis. mentioned. Reference numbers should be assigned in 
Sidney D. Rothman, D.O., and Jane V. Hamilton, order of reference in the article. Each reference must in- 
D.O., Los Angeles, Calif, clude the name of the author and the full title of the 
132 The role of the physiatrist in the treatment of burns. article or book. For periodicals, the name, volume num- 
2 Thomas L. Riley, B.A., D.O., Los Angeles, Calif. ber, complete date, and inclusive paging of the article are 
135 Pseudomonas aeruginosa septicemia. required. For books, the edition, the name and location 


Martyn E. Richardson, D.O., St. Louis, Mo. 
138 The use of Hypaque sodium in excretory urography. 
A. A. Choquette, D.O., and Dale W. Burroff, D.O., 


of the publisher, and the year of publication are required. 
Exact page numbers must be given for all direct quota- 


tions. 
Kansas City, Mo. 
140 Perinatal mortality. 3. The author’s degrees and teaching affiliations should 
Robert Magrill, D.O., Los Angeles, Calif. be given. 
144 Respiratory acidosis. 
Save L. Riegel, Jv., D.O., and Maxwell R. Broth- 4. The article should end with a comprehensive summary. 
ers, D.O., Los Angeles, Calif. 
146. Facilitation of full-term labor with relaxin. ILLUSTRATIONS 
= Lester Eisenberg, D.O., M.Sc., Philadelphia, Penna. 1. Photographs should be unmounted, untrimmed, glossy 
149 Spinal arachnoid cysts. prints 
Donald E. Pinder, Med. Sc.M., D.O., and K. Gros- ; 
venor Bailey, D.O., F.A.C.O.S., Los Angeles, 2. Figures, charts, tables which are to be engraved, and 
Calif. lettering on prints should be in black (India) ink on good 
151 Case reports quality white paper. Lettering must be large enough to 
The acute gastric dilatation as a complication of a be read when reduced. 
turnbuckle body cast. 3. Original roentgenograms or slides can be used for 


Lloyd L. Mrstik, D.O., Detroit, Mich. 
Hemorrhagic infarction of the kidneys with renal 
vein thrombosis. 


reproduction, but direct-contact glossy prints from orig- 
inals are preferable. 


Louis F. Amalfitano, B.S., D.O., Philadelphia, 4. All illustrations must be numbered and the top indi- 
Penna., and Roderick C. Cannatella, B.A., cated. If original roentgenograms or slides are submitted, 


D.O., Brooklyn, N.Y. the front must also be indicated. 


155 Editorials 5. Good illustrations enhance the value of articles, and 


Affairs contributors are encouraged to submit illustrative mate- 
én rial with manuscripts. 


163 Department of Public Relations 

166 Current Literature 6. When illustrations which have appeared elsewhere 

170 Book Reviews are submitted, full information should be given about 

ts previous publication, whether or not permission has been 
obtained, and credit to be given. 


COPIES OF THE JOURNAL 


1. Three copies of THE JouRNAL containing his article 


Published monthly by the American’ Osteopathic Association. will be sent to the author on request. 
Printed by Pioneer Publishing Company, PUBLICATION OF- 
FICE, 100 S. Kenilworth Ave., Oak Park, Ill. EDITORIAL 


AND EXECUTIVE OFFICES, 212 E. Ohio St., Chicago 11, REPRINTS 

Ill. Subscription $10 a year; single copies, $1. 00. Acceptance 2 

for mailing at special rate of postage provided for in Section 1. A price list with information for ordering reprints 

1103, Act of October 3, 1917, authorized August 31, 1922. En- : ith ll f 

tered at Oak Park, Il., Post Office as second class matter April is sent with galley proots. 

1, 1926, under the Act of March 3, 1879. VV 


ALL CORRESPONDENCE should be addressed to 212 E. 


Ohio St., Chicago, Ill. CHANGE OF ADDRESS: If possible, FOR ADDITIONAL INFORMATION, 


clip address from mailing envelope of your copy of this maga- 


zine and send along with new address (with zone number if PLEASE WRITE TO THE EDITOR 


any). Allow 5 weeks for change-over. 


Copyright, 1957, by American Osteopathic Association. 
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for the full scale of agitated psychic dis¢ 


anxiety and tension states 


ambulatory psychoneurotics 
hospitalized psychotics 


and for nausea and vomiting 


the full-range tranquilizer 


(pronounced Trill’-ah-fon) perphenazine 


¢ Mg. for mg. more effective than other phenothiazines 
¢ Greatly increased therapeutic index 

* Jaundice attributable to TRILAFON alone not reported 
* No skin photosensitivity observed 

¢ No report of agranulocytosis 

* Significant hypotension absent 

* No apparent impairment of mental acuity 


Refer to Schering literature for specific information regarding indi- 
cations, dosage, side effects, precautions and contraindications. 


TRILAFON —grey tablets of 2 mg. (black seal), 4 mg. (green 
seal), 8 mg. (blue seal), bottles of 50 and 500; 16 mg. (red 
seal), for hospital use, bottles of 500. 


SCHERING CORPORATION - BLOOMFIELD, NEW JERSEY 


*T.M. TR-J-2897 
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Neo-Synephrine now has three complementary compounds added to its own depend- 
able, decongestive action for more complete control of the common cold syndrome. 


The “syndromatic” action of Neo-Synephrine Compound Cold Tablets brings new and 
greater effectiveness to the treatment of the common cold syndrome. 


Protection. ..through the full range of common cold symptoms 


Each tablet contains: 


NASAL STUFFINESS, TIGHTNESS, RHINORRHEA 


NEO-SYNEPHRINE HCI 5 mg........... First choice in decongestants for its mild but durable 
action and excellent tolerance. 


ACETAMINOPHEN 150 mg. ........... Dependable analgesic and antipyretic 


for RHINORRHEA, ALLERGIC MANIFESTATIONS 4 


THENFADIL® HCI 7.5 mg. ............. Effective antihistaminic to relieve rhinorrhea and 
enhance mucosal resistance to allergic complications. 


for LASSITUDE, MALAISE, MENTAL DEPRESSION 
CAFFEINE 15 mg. 


DOSE: Adults: 2 tablets three times daily. 


Children 6 to 12 years: 1 tablet three times daily. Bottles of 100 tablets. 


JournaL A.O.A. 
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rediscovered: 


the female urethra 


newer knowledge of its structure and 
cytology provides a clearer understanding 


of its «important role in pelvic distress. 


Schematic construction of female urethra 
demonstrating extensive network of peri- 
urethral glands, ending in numerous blind 
pockets. Drainage is into the urethra through 
small openings along its length, and into 
the para-urethral (Skene’s) ducts. 
1. Recent anatomic studies of the female urethra 
demonstrate a high susceptibility to infection. 


A changing concept—The female urethra “was formerly considered only to be a 
short, simple, straight tube which served solely to empty the bladder. Recent studies 
have changed our notions concerning this .. . . sections through the urethra and its 
surrounding tissues have shown numerous glands.”’! 
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Tortuous, with many interconnections but relatively poor drainage, these glands 
“form ideal foci for chronic infection.”! Periurethral gland infection is followed by 
infiltration and thickening of the urethral wall, hypertrophy and granulation of the 
urethral mucosa, and constriction of the urethral lumen. The trauma of childbirth 
and coitus further invites infection of these delicate structures, which are exposed 
to vaginal and rectal discharges “from the period of diaper life to old age.”! Thus, 
the urethra is not only a portal of entry for urologic infection, but the site of patho- 
logic change “more frequently than any other portion of the female urinary tract.”” 


Unrecognized source of pelvic symptoms—Prevalent as it is in women, chronic 
urethritis “can be easily overlooked” because of the frequency with which the pain 
and discomfort are referred to other areas.” In addition to obvious urinary tract 
symptoms such as frequency, urgency, pain and burning on urination, chronic 
urethral infection is often responsible for pain in the lower abdomen and pelvis, 


lumbosacral region or upper thighs. 


BACTERIAL URETHRITIS YIELDS QUICKLY TO 


FU RACIN® Urethral Suppositories 


brand of nitrofurazone 
Insertion of these suppositories provides gentle dilation; the local anesthetic, 
diperodon, affords prompt and sustained relief of pain.? The antibacterial, FURACIN, 
achieves wide-spectrum bactericidal action without tissue toxicity. Each suppository 
contains FURACIN 0.2% and 2% diperodon* HCl in a water-dispersible base. Her- 
metically sealed in silver foil, box of 12. 


° 


The Nitrofurans—a unique class of antimicrobials ... Products of Eaton Research 


Journat A.O.A. 
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2. Exfoliative cytology explains frequency of dyspareunia 
and other pelvic complaints in postmenopausal women. 


Senile urethritis: often encountered, seldom described—A little known phenomenon 
has recently been reported by Youngblood and his colleagues.*5 Examining smears 
of epithelial cells from the urethrae of postmenopausal women, they found the same 
absence of normal, cornified, pyknotic squamous cells as in the vaginal smears, 
resulting from estrogen deficiency. Leukocytes and even erythrocytes were usually 
present, as in senile vaginitis. Along with these cytologic alterations, endoscopic 
examination revealed a hyperemic and atrophic urethral mucosa. 


“Senile” urethritis is a common cause of dyspareunia, dysuria and other pelvic dis- 
comfort in postmenopausal women. Even when the urethra is recognized as the 
trouble spot, these women frequently fail to obtain relief because the underlying 
involutional nature of the urethritis is unsuspected, and antibacterial measures 
alone are employed. The lesion may resemble closely that of nonspecific urethritis. 


“Progressive histologic normalization” parallels rapid symptomatic relief with new 
Furestrol Suppositories. In their investigations, Youngblood and co-workers*5 
treated 120 postmenopausal, involutional urethritis patients with FURACIN Urethral 
Supposjtories containing, in addition, 0.1 mg. of diethylstilbestrol. All showed prompt 
alleviation of symptoms, with disappearance of endoscopic signs of irritation. After 
1 to 2 weeks’ treatment, the urethral smears returned to normal, indicating replace- 
ment of the atrophic mucosa with a healthy, stratified squamous epithelium. These 
FURACIN-estrogen suppositories are now available as FURESTROL Suppositories. 


1. Pretreatment urethral smear of postmeno- 
pausal woman with senile urethritis. Basal 
cells with low nucleocytoplasmic ratio are pre- 
dominant, with leukocytes and erythrocytes. 


2. Urethral smear from same patient after 2 
weeks’ treatment with FURESTROL Supposi- 
tories. The cornified, squamous cells indicate 
a healthy, normal epithelium. 


Ingredients work together—FURACIN eradicated the low grade infection commonly 
present, while the diethylstilbestrol corrected the atrophic tissue changes. The excel- 
lent clinical results achieved with FURESTROL Suppositories could not be approached 
in control groups treated with suppositories from which any of the ingredients— 
FURACIN, estrogen, or diperodon, the local anesthetic—had been eliminated. 


POSTMENOPAUSAL URETHRITIS YIELDS PROMPTLY TO 


NEW FURESTROL"™ Suppositories 


Provides estrogen to reverse the involutional changes of senile urethritis, plus the 
antibacterial, anesthetic and gently dilating action of the FURACIN Urethral Sup- 
pository. Each FURESTROL Suppository contains FURACIN 0.2%, diperodon+ HCl 
2%, and diethylstilbestrol 0.0077% (0.1 mg.), in a water-dispersible base. Her- 
metically sealed in orchid foil, box of 12. 

REFERENCES: 1. Wharton, L. R. in Campbell, M.: Urology, W. B. Saunders Company, Philadelphia and 
London, 1954, Vol. 2, p. 1390 et seq. 2. Barrett, M. E.: J. M. Ass. Alabama 26:144, 1956. 3. Youngblood, 
V. H.: J. Urol. 70:926, 1953. 4. Youngblood, V. H.; Tomlin, E. M., and Davis, J. B.: Senile urethritis in 


women, J. Urol. (in press). 5. Youngblood, V. H.; Tomlin, E. M.; Williams, J. O., and Kimmelstiel, P.: 
Exfoliative cytology of the senile female urethra, Tr. Southeast. Sect. Am. Urol. Ass. (in press). 
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Medication: 'Dexamy 1" Spansule 
(No. 2) 


"The 'Dexamyl' Spansule 
ther medication had: 
with fortitude, helped 
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Avoid “BOTTOM OF THE VIAL’ reactions 


Each cc. of Globin Insulin 
—including the last one- 
provides the same 
unvarying potency. 


Of the intermediate-acting insulins, 
only Globin Insulin is a clear solution. 


24-hour control for the majority 
of diabetics 


GLOBIN INSULIN 


CO.” 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 


Journat A.O.A. 
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has many unique advantages as an antispasmodic-sedative... 


Butibel contains (per tablet or 5 cc.): 
BUTISOL SODIUM? 10 mg. (% gr.) 


Butabarbital Sodium 
“daytime sedative” with less risk of accumulation 
or development of tolerance. 
Ext. Belladonna 15 mg. (14 gr.) 
Natural belladonna and Butisol have approxi- 
mately equal durations of action (no overlap- 
ping sedation or inadequate spasmolysis). 
Butibel tablets...elixir... 
Prestabs* Butibel R-A (Repeat Action Tablets) 


*Trade-mark 


LABORATORIES, INC. 
Philadelphia 32, Pa. 
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New Chemotherapy 


RHEUMATOID 


xtensive studies of arthritis and 
diseases—in this country and abroad— 
shown the antimalarial Aralen phosphate to ‘hi highly offe 
in a large ond 


Clinical Results with Aralen 
in Rheumatoid Arthritis e Requirements usually reduced or 


eliminated 


Haydu! 28 22 5 1 ; 
e Pain and tenderness relieved 
Freedman? 50 43 3 4 e@ Mobility increases 
212 72%) 35 (12%) a7 (16%) Rheumatic nodules may disappear 
e Even severe or advanced deformity 
may improve 
@ Success dependent upon persistent treatment © Active inflammatory process usually 
e Often of benefit where other agents have failed subsides 


Joint effusion may diminish 


e Remissions on therapy well maintained 

e Remission of 3 to 12 months possible even if 
treatment is interrupted | DOSAGE: | 

ee Aralen is cumulative in action and 

requires four to twelve weeks of 

administration before therapeutic effects 

become apparent. 


GENERAL EFFECTS 


¢ Patient feels better Latest information indicates that an 
e Patient looks better initial dose of 250 mg. of Aralen 
e Exercise tolerance increases phosphate is preferable to the higher 


doses sometimes recommended. However, 
If side effects appear, withdraw Aralen 
for several days until they subside. 
LABORATORY EFFECTS Reinstate treatment with 125 mg. 
daily and, if well tolerated, increase to 
e E.S. R. may fall slowly 250 mg. The usual maintenance dose 
e Hemoglobin level may gradually rise ‘is 250 mg. daily. 


e Walking speed and hand grip improves 
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References 


1. Haydu, G.G.: Rheumatoid arthritis therapy; a rationale and the use of 
chloroquine diphosphate, Am. J. M. Sc. 225:71, Jan., 1 
2. Rinehart, R.E.: Chloroquine therapy in rheumatoid arth 


JNDICATIONS: 


e Rheumatoid arthritis, acute or chronic 
—with or without adjunctive therapy. 


Spondylitis 
e Arthritis associated with lupus 
erythematosus or psoriasis 


HOW SUPPLIED: 


Tolerance: 


Aralen is usually well tolerated. Toxic effects are 
usually mild and to date have been transitory in 
nature, disappearing completely either on con- 
tinuance or cessation of therapy or on reduction in 


dosage. 


Gastrointestinal disturbances (e.g. nausea, 
rarely vomiting, diarrhea, abdominal cramps, 
anorexia) are frequent manifestations of intoler- 
ance. Temporary blurring of vision (due to inter- 
ference with accommodation) is also relatively 


frequent. 


Pleomorphic skin eruptions (e.g. lichenoid, 
maculopapular, purpuric) ,although generally mild, 
may preclude the use of an optimum dosage 
schedule. If a skin reaction persists on a reduced 
dosage schedule, or recurs after reinstitution of 
treatment with gradually increasing doses, discon- 
tinue Aralen till the lesion again disappears and 
consider resuming treatment with Plaquenil® 
(brand of hydroxychloroquine). 


Less frequently transitory vertigo, headache, 
lassitude, or neurological disturbances, such as 
nervousness, irritability, emotional change, and 
nightmares have been reported. Instances of unex- 
plained slight gradual weight loss as the patient’s 
general health and arthritic condition improved 
have been mentioned. Occasional instances of 
bleaching (depigmentation) of the hair have been 
described. 


Although an occasional instance of leukopenia, 
with normal differential count, has been reported 
(WBC about 3000), it has not proved troublesome 
because it has always been reversible on discontinu- 
ance, or diminution of the dose. Even spontaneous 
reversal may occur while full dosage is maintained. 
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Ann. Rheum. Dis. 15:251, Sept., 1956. 


4. Bagnall, A.W.: The value of chloroquine in rheumatoid disease, a four year study 
of continuous therapy, read at the Ninth International Congress on Rheuma‘ 


in Toronto, Canada, June 23-28, 1957. 


6. Bruckner I., and Rosenzweig, S.: Treatment of chronic rheumatoid 
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ritis, Northwest Med. 


$8. Freedman, A.: Chloroquine and rheumatoid arthritis, a short-term controlled trial, 


THEORY OF ACTION: 


Aralen appears to suppress or 

induce remission of rheumatoid 
inflammatory processes by inhibiting 
adenosinetriphosphatase. 


Aralen phosphate: 250 mg. tablets in bottles of 100 and 1000. 
125 mg. tablets in bottles of 100. 


Aralen is known to concentrate in the liver and, 
although hepatic damage has never been reported, 
the drug should be used with caution in the pres- 
ence of liver disease. In the presence of severe 
gastrointestinal, neurological, or blood disorders, 
the drug should be used with caution or not at all. 
If such disorders occur during the course of ther- 
apy, the drug should be discontinued. Concomitant 
use of gold or phenylbutazone with Aralen should 
be avoided because of the tendency of these agents 
to produce drug dermatitis. 


Clinical Comments: 


Of fifty patients receiving Aralen therapy, “43 
have become really well; that is, they have no stiff- 
ness, and any pain that occurs can reasonably be 
attributed to use of joints affected by secondary 
degenerative changes. They have no evidence of 
joint inflammation, but may have a raised erythro- 
cyte sedimentation rate. They have little or no need 
for analgesics.” Freedman? 

“One hundred and twenty-five private patients 
have been carefully followed clinically and haema- 
tologically while receiving well over 200 patient- 
years of chloroquine {Aralen} therapy. The results 
are considered good in 70%, one-half of these cases 
being in remission. Improved work performance, 
sedimentation rate, and hemoglobin levels para- 
lleled the major objective gain in this 70%. 90% of 
them remained on chloroquine [{Aralen} therapy, 
half for more than two years. Classical peripheral 
rheumatoid arthritis, spondylitis, arthritis of 
juvenile onset, and rheumatoid disease with 
psoriasis, all appeared to respond about equally 
well. 

“It is suggested that chloroquine comes closer to 
the ideal for long-term, safe, control of rheumatoid 
disease than any other agent now available.” 
Bagnall* 

“Out of the 36 rheumatoid arthritis cases we 
treated ... favorable results were obtained in 32 
cases. Bruckner et 
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prescribe RAUDIXIN to break the 
mental tension—hypertension cycle 


*Raudixin reduces mental tension 


Tranquilizing Raudixin reduces the mental tension which plays a 
significant role in hypertension... reduces mental tension as yet 
unrelated to physical symptoms. 


*Raudixin reduces hypertension 


Blood pressure lowering effect is gradual, sustained in hypertensives 
.., little or no hypotensive effect is produced in normotensives. 


*Single daily dosage 


Discourages promiscuous over-use by patients .. . not habit-forming. 


RAUDIXIN 


Squibb Whole Root Rauwolfia Serpentina 


Squibb Quality—the Priceless Ingredient 


*RAUDIKIN'® 18 A SQUIER TRADENARS 


Journat A.O.A. 
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new concept! 
COLORIMETRIC 
test for proteinuria 


ALBUSTIX 


TRADEMARK 


REAGENT STRIPS 
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6. PROTEIN PER 100 OF URINE 


just wet... 

entirely new concept 
ALBUSTIX Reagent Strips employ a new and different chemical principle 
that indicates the presence of proteinuria by a color change rather than 
by a precipitate in a solution. 

colorimetric readings 

wide-range, graduated color scale eliminates guesswork—no color change 
with a negative urine 


sensitive 
reacts immediately with clinically significant albuminuria 


convenient, timesaving 
firm, easy-to-handle strip with reactive tip...no waiting...no equipment... 
no heating...completely disposable 


...and read immediately 


ALBUTEST employs the: same 
i ° principle as ALBUSTIX—colorimetric test 
Ps : ALBUTEST° for proteinuria. A color guide provides 2 
ie BRAND points of reference for interpreting results. — 
Tablets. Botties of 100 and 500 reagent tablets. 


AMES COMPANY, INC « ELKHART, wovana() Ames Company of Canada, Ltd., Toronto 
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MELACAST 


resin plaster of Paris banc 


"Trademark 


check these added advantages: 


ready to uS@~— just dip, squeeze and apply... requires half as many bandages as 
ordinary plaster casts 


correct drying action—no waiting... allows trimming time, then hardens to 
full strength promptly 


makes more comfortable, better-looking casts —iighter, 
thinner, smoother...yet much stronger than heavier, clumsier casts 
of old-style plaster 


makes more durable casts — retains strength despite humidity, never 
crumbles or grows soggy...resists water, urine, perspiration, mold 
remains odor-free 


costs less per cast than plain plaster! 


Next time you need plaster bandages, specify modern, easier-to-use MELACAST in the 
new, plastic-lined, moisture-proof package... another outstanding development from 
Surgical Products Division. 


SURGICAL PRODUCTS DIVISION, AMERICAN CYANAMID COMPANY, DANBURY, CONNECTICUT 


PRODUCERS OF DAVIS & GECK SUTURES 
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Introducing: A NEW DRUG —a significant 
Robins research discovery 


having remarkable efficacy 


in skeletal muscle relaxation 


Significant Rgbins research discovery: 


a highly efficient skeletal muscle relaxant 


RosaxIn — synthesized in the Robins Research Laboratories, and ] 
intensively studied for five years— introduces to the physician an 


entirely new agent for effective and well-tolerated skeletal muscle 


relaxation. ROBAXIN is an entirely new chemical formulation, with 
outstanding clinical properties: 

Highly potent and long acting.”* 
1,2,3,4,6,7 


© Relatively free of adverse side effects. 


@ Does not reduce normal muscle strength or reflex activity 
in ordinary dosage. 


® Beneficial in 94.4% of cases with acute back pain 
due to muscle spasm.'***” 


] 
(a)! 
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Highly specific action 


RoBAXIN is highly specific in its action on the 
internuncial neurons of the spinal cord — with 
inherently sustained repression of multisyn- 
aptic reflexes, but with no demonstrable effect 
on monosynaptic reflexes. It thus is useful in 
the control of skeletal muscle spasm, tremor and 
other manifestations of hyperactivity, as well 
as the pain incident to spasm, without impair- 
ing strength or normal neuromuscular function. 


(Methocarbamol Robins, U.S. Pat. No. 2770649) 


Beneficial in 94.4% of cases tested 
When tested in 72 patients with acute back 


pain involving muscle spasm, ROBAXIN in- 
duced marked relief in 59, moderate relief in 
6, and slight relief in 3 — or an over-all bene- 
ficial effect in 94.4%.1*:4%7 No side effects 
occurred in 64 of the patients, and only slight 
side effects in 8. In studies of 129 patients, 
moderate or negligible side effects occurred 
in only 


CLINICAL RESULTS WITH ROBAXIN IN ACUTE BACK PAIN‘ ®:+:&7 


Disease entity 


Acute back pain due to 


(a) Muscle spasm secondary 
to sprain 


(b) Muscle spasm due to 
trauma 


(c) Muscle spasm due to 
nerve irritation 


(d) Muscle spasm secondary 
to discogenic disease 
and postoperative 
orthopedic procedures 


, Miscellaneous (bursitis, 
torticollis, etc.) 


TOTAL 


No. 
of 
Cases 


18 


13 


72 


Duration 


of 


Treatment 


2-42 days 


1-42 days 


4-240 days 


2-28 days 


3-60 days 


Dose Response 
per day 
(divided) Marked Mod. Slight Neg. Side Effects 
3-6 Gm. 17 1 C1] 0 None, 16; 
Dizziness, 1; 
Slight nausea, 1. 
2-6 Gm. 8 1 3 1 None, 12; 
Nervousness, 1. 
2.25-6 Gm 4 1 C1) 0 None, 5. 
1.5-9 Gm. 24 3 0 3 None, 25; 
Dizziness, 1; 
Lightheadedness, 2; 
Nausea, 2.* 
4-8 Gm. 6 0 0 0 None, 6. 
59 6 3 4 


*Relieved on reduction 
of dose 
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NOW 


a highly specific skeletal muscle relaxant... 


(Methocarbamol Robins) 


This new drug-—for use in the control of skeletal muscle 
hyperactivity in many disease states manifesting 
neuromuscular dysfunction—is available NOW 

on your prescription at all leading pharmacies. 
Informational literature is available on request. 


Indications: 

Acute back pain associated with: (a) muscle 
spasm secondary to sprain; (b) muscle spasm 
due to trauma; (c) muscle spasm due to nerve 
irritation; (d) muscle spasm secondary to disco- 
genic disease and postoperative orthopedic pro- 
cedures; and (e) miscellaneous conditions such 
as bursitis, torticollis, and related conditions. 


Dosage: 
ADULTs: 2 tablets 4 times a day to 3 tablets 6 
times a day. 


CHILDREN: Total daily dosage 270 to 335 mg. 
per 10 pounds of body weight, adjusted for age 
and weight, and divided into 4 to 6 doses per day. 


Supplied: 

RosaxIn Tablets (white, scored), each contain- 
ing methocarbamol [3-(o-methoxyphenoxy) -2- 
hydroxypropyl-1-carbamate], 0.5 Gm. Bottles 
of 50. 


References: 

. Carpenter, E. B.: Publication pending. 

. Carter, C. H.: Personal communication. 

. Forsyth, H. F.: Publication pending. 

. Freund, J.: Personal communication. 

. Morgan, A. M., Truitt, E. B., Jr., and Little, J. M.: 
J. American Pharm. Assn. 46:374, 1957. 

. Nachman, H. M.: Personal communication. 

. O’Doherty, D.: Publication pending. 

8. Truitt, E. B., Jr., and Little, J. M.: J. Pharm. 

& Exper. Therap. 119:161, 1957. 
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A. H. ROBINS CO., INC., Richmond 20, Virginia 


DEAR DOCTOR: 


Here’s why 


no other kind of laxative 
is gentler, yet so fast acting 


SAL HEPATICA® is gentle 


It creates a gentle moist bulk, drawing water 
into the intestine by osmotic action, thus 
exerting a soft, gentle pressure initiating the 
proper intestinal response—the very mech- 
anism which produces normal elimination. 


It contains no harsh chemical irritants to 
stimulate intestinal overactivity—the condi- 
tion that often causes griping and cramping. 


SAL HEPATICA is fast acting 


Sau HEpAtIcA gives prompt relief from con- 
stipation. When taken one-half hour before 
breakfast, your patients will get relief usu- Antacid laisthe . 
ally within the hour. EFFERVESCENT SALINE 


Or when taken one-half hour before supper, 
it will provide relief by bedtime. It will not 
interfere with work or sleep. 


Sat Hepatica, because it is antacid, helps 
relieve the hyperacidity which so frequently 
accompanies constipation—and its antacid 
action speeds it into the intestine. 


BRISTOLMYERS co. 
NEW YORK N.Y. 


SAL HEPATICA has a sound pharmacologic basis. 

It is both effervescent and antacid. 
“The emptying time of the stomach is actually shortened by 
reducing the gastric acidity.”! 
“Effervescent mixtures decrease the emptying time of the 
stomach.” 


1. The Physiological Basis of Medical Practice. 1945, p. 486. 
2. New England J. Med. 235:80 (July 18) 1946. 


Bristol-Myers Co. + 19 West 50 Street * New York 20, N. Y. 
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For Speedy Return To Normal Nutrition 


in the congestive phase 
of cardiac disease 


Meat fits well into the moderate-protein, restricted-sodium, 
acid-ash diet currently recommended for many patients with 
congestive cardiac failure. ' 

The protein of meat—in the proportionate arrangement 
of its essential amino acids—closely approaches the quanti- 
tative proportions needed to promote human tissue synthesis 
and repair. For this reason lean meat proves important in 
maintaining positive nitrogen balance without excessive pro- 
tein intake. 

The sodium content of meat prepared without added 
salt is relatively low. Per 100 grams, beef muscle meat shows 
approximately 50 mg. of sodium, lamb 90 mg., pork 60 mg., 
and veal 50 mg.? 

The acid ash of meat aids in the promotion of diuresis. 

The easy digestibility of meat is a prime requisite of 
foods specified for the patient with congestive cardiac disease. 

In addition to these important features, meat contrib- 
utes other nutritional factors essential in any convalescence 
—the B vitamins thiamine, riboflavin, niacin, pantothenic 
acid, B., and B,., and the minerals iron, phosphorus, potas- 
sium, and magnesium. 

1. Odell, W. M.: Nutrition in Cardiovascular Disease, in Wohl, M. C., and Goodhart, R. S.: 
Modern Nutrition in Health and Disease, Philadelphia, Lea & Febiger, 1955, p. 699. 


2. Bills, C. E.; McDonald, F. G.; Niedermeier, W., and Schwartz, M. C.: Sodium and Potassium 
in Foods and Waters, J. Am. Dietet. A. 25:304 (Apr.) 1949. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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Stubborn cases of 
PSORIASIS 


RIASOL gives successful results in the treat- 
ment of obstinate psoriasis of long duration, even 
after other methods have failed. This statement is 
fully supported by clinical investigations. 


When the patient is also put on a low fat diet. 
faster disappearance of the skin patches may be 
expected. Continued treatment minimizes re- 
currences. 


Thousands of physicians have switched to 
RIASOL after trying it on a stubborn case of 
psoriasis. We suggest that you test RIASOL your- 
self and draw your own conclusions. 


The formula supplies the standard skin altera- 
tive, mercury 0.45%, chemically combined with 
soaps for faster absorption. Antipruritic effect is 
provided by phenol 0.5%, while cresol 0.75% is 
antiseptic and aids in loosening the adherent 
scales. 


Instruct your patient to apply a thin film of 
RIASOL* every night and rub in gently, after 
bathing and drying the area to be treated. No 
bandages are required. Supplied in 4 and 8 fd. 
oz. bottles at pharmacies or direct. 


*T.M. Reg. U.S. Pat. Off. 


Test RIASOL Yourself 


May we send you professional literature and generous 
clinical package of RIASOL. No obligation. Write 


SHIELD LABORATORIES 


Dept. JAOA-1057 12850 Mansfield Avenue Detroit 27, Michigan 


After Use of Riasol 
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Announcing 


ROMILAR 


Romilar CF brings new comfort and ease to your 
patients with colds and other respiratory disorders by 
providing more complete symptomatic control. 
Romilar CF syrup combines the benefits of an anti- 
histaminic, a decongestant, and an analgesic-antipy- 
retic with the effective cough suppressant action of 
Romilar Hydrobromide* — the non-narcotic cough 

specific with codeine’s antitussive effect but without 


codeine’s side effects. 


i Each teaspoonful (5 cc) of Romilar CF provides: 

f Romilar ® Hydrobromide* ............... 15 mg 
Chlorpheniramine Maleate ............... 1.25 mg 
Phenylephrine Hydrochloride ............. 5 mg 
N-acetyl-p-aminophenol .................. 120 mg 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc 
Nutley, New Jersey 


*Brand of dextromethorphan hydrobromide 


Journat A.O.A. 
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a lower dosage strength: 


Dexedrine” Spansule’ capsules, 5 mg. 


The availability of this lower strength (5 mg.)—in addition to the 15 mg. 
and 10 mg. strengths—will further increase the dosage flexibility and 
therapeutic utility of ‘Dexedrine’ Spansule capsules in your practice. 


*T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
tT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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= 
Smith, Kline & French Laboratories, Philadelphia 


first x in sustained release oral medication 
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For Study, teaching and Demonstration | 
A Complete Line of Anatomical Models, — 


Skeletons and Skulls 


SKULLS—Ranging from “extra” 
to “student” quality . .. all 
with hinged jaws, cut calvaria; 
full or partial dentition de- 
pending on quality. Children’s, 
fetal and disarticulated skulls 
also available. Extra quality 
skulls . . . $60; first quality .. . 
$55; good quality . . . $50; stu- 
dent quality . . . $30-45. Dis- 
sectible demonstration skull... 
$125. 


SKELETONS — First quality 
specimens carefully selected 
and prepared in our work- 
rooms to meet the highest 
standards . . . mounted in 
normal posture with natural 
articulations . . . $250; with 
painted muscle origins and 
insertions . . $399. 


PLASTIC REPRODUCTIONS 
ALSO AVAILABLE 


—ideal where cost is a factor 


Clay-Adams plastic reproductions 
are made of durable, break-resist- 
ant polyester resin, virtually indis- 
tinguishable from natural bone. 
The following reproductions are 
available for immediate delivery 
at all times: 


Adult Human Skeleton...... $200 


Human Muscular Skeleton. . .$275 
Adult Skull, first quality...... $40 
Vertebral Column ........... $50 
Patvis (female) $30 


Herniated Dise 


“DURABLE” Anatomical Mod- 
els—Completely dissectible fe- 
male torso shows over 500 ana- 
tomical structures; made of 
colored, lightweight, laminated 
paper; 44” high; washable... 
$375; male or female full fig- 
ures... $650. 


“DURABLE” Heart; Eye— 
The heart shows detailed in- 
ternal structure . . . $50; 
other heart models, $60 and 
$42. The eye shows major 
nerves and blood vessels and 
the eyeball is dissectible ... 
$35. Write for literature on 
other “DURABLE” models. > 


Remember These Other Clay-Adams Teaching Aids: ( Qa 
Medichromes + Charts & Atlases Dolls & Manikins. fal 


Descriptive literature on our complete line of skulls, 
skeletons and other visual aids is available upon request. 141 East 25th Street, New York 10 
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For anxiety, tension 
and muscle spasm 
in everyday practice. 


= well suited for prolonged therapy 
® well tolerated, relatively nontoxic 
® no blood dyscrasias, liver toxicity, 
Parkinson-like syndrome or nasal 
stuffiness 
® chemically unrelated to phenothiazine 
compounds and rauwolfia 
derivatives 

_ 8 orally effective within 30 minutes 
for a period of 6 hours 


RELAXES BOTH MIND AND MUSCLE | 
WITHOUT IMPAIRING MENTAL OR PHYSICAL EFFICIENCY 


Miltown 


tranquilizer with muscle-relaxant action 


dicarbamate — U.S. Patent 2,724,720 


Supplied: 400 mg. scored tablets 
200 mg. sugar-coated tablets 


Usual dosage: One or two 
400 mg. tablets t.i.d. 


Literature and samples available on request 


® 
° WALLAce LABORATORIES, New Brunswick, N. J. 


Vow. 57, Ocr. 1957 23 


-¥ 
Wp 4 
| 
> 
Sf 
WAL wee AND 
INTRODUCED 
BY 
WALLACE 


in arthritis 


Aspirin is Drug of Choice™ 


But Aspirin Alone 
Presents Several Problems‘ 


Aspirin is a powerful weapon in controlling arthritis. 
For example, a series of 31 arthritic patients were 
treated with aspirin, on dosages ranging from 15 gr. 
to 120 gr. daily, for over a year. They experienced 
consistent relief of pain and tenderness in the in- 
volved joints, although side effects, such as nausea, 
dyspepsia and other gastrointestinal symptoms, 
were frequently encountered. This report of real 
distress to the patient and physician alike has been 
repeatedly encountered. A new concept in therapy, 
Buffered Pabirin, promises outstanding progress in 
the management of the arthritic. 


Why Buffered Pabirin Contains Aspirin...PLUS 


The Buffered Pabirin principle was evolved to mini- 
mize side effects encountered with aspirin alone, 
and yet maintain patients on adequate doses of as- 
pirin for long periods of time. In Buffered Pabirin, 
aspirin is combined with other agents to diminish 
the principal untoward effects and to permit long- 
term administration...with a minimum of prob- 
lems to patient and physician. 


References: 1. Report by Joint Committee, Medical Research Council & 
Nuffield Foundation. ‘Treatment of Rheumatoid Arthritis,” Brit. M. J. 
(May 29) 1954. 2. ibid. (April 13) 1957. 3. Ropes, M. W.: J. Chron. Dis. 
§:703, 1957. 4. Tebrock, H. E.: Indust. Med. 20:480, 1951. 5. Freyberg, R. H. 
and Stevenson, C. R.: M. Clin. North America 37:1237, 1953. 6. Paul, W. D., 
et al.: J. Am. Pharm. A. 39:21, 1950... 


“for practical purposes...there appears to have been surprisingly 
little to choose between cortisone and aspirin...”! 


Average Changes in Joint Tenderness index : 
Joints Treatment 
Measured Group Week 0 Week 8 % of average 
Week 0 to to at weak 
Week i 1 year 
All Relevant Cortisone 1.91 —0.80 —0.09 39 
Joints Aspirin 1.89 —0.72 —0.15 40 
Wrist Cortisone 1.80 —0,83 +0.13 56 Both Cortisone and Aspirin provide 60% 
Joints Aspirin 1.93 0.79 +0.08 50 reduction in joint tenderness. Statistical 
averages of results were almost identical. 
Small Joints Cortisone 2.25 —0.93 —0.25 26 
Of Hands Aspirin 2.05 —0,82 —0.34 26 
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Buffered Pabirin combines 


new form and formulation 


for more effective aspirin 
therapy...faster pain relief, 


improved gastric tolerance. 


Buffered Pabirin provides the efficacy of 
aspirin without incidence of side effects. 
, Each tablet consists of an outer layer of 
aluminum hydroxide, para-aminoben- 
Zoic ecid and ascorbic acid; plus an inner 
core of aspirin. The outer layer quickly 
releases aluminum hydroxide affording 
superior buffering action and protection 
against gastric irritation. PABA poten- 
tiates the acetylsalicylic acid, and thus 
creates high salicylate blood levels with 


for most rheumatoid arthritics 


Buffered P abi [ v 


50 mg. Ascorbic acid 


Dosage: Two or three tablets 3 or 4 
times daily. In rheumatic fever three 
. -to five tablets 4 or 5 times daily. 


Vor. 57, Oct. 1957 


TABLETS TABLETS 
Hydrocortisone 2.5 mg. 
300 mg. Acetylsalicylic acid (5 gr.) 300 mg. 


300 mg. Para-aminobenzoic acid (5 gr.) 300 mg. 


100 mg. Dried aluminum hydroxide gel 100 mg. 


Actual photographs show 2-stage Tandem-Release disintegration 


lower doses of aspirin. The ascorbic acid 
offsets the possibility of vitamin C de- 
pletion. The core of Buffered Pabirin 
disintegrates rapidly, permitting fast 
absorption of the acetylsalicylic acid. 
For Resistant Cases, Buffered Pabirin AC 
...contains 2.5 mg. hydrocortisone, in 
addition to the Buffered Pabirin formula. 


for resistant rheumatics 


Buffered Pabiri n° AC 


50 mg. 4 


Dosage: Initially, one or two tab- 
lets 4 times daily, after meals and on 
retiring. Reduction of dosage should 
be gradual; never stopped abruptly. : 


SMITH-DORSEY . a division of The Wander Company, Lincoln, Nebraska 
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for any child of any age in the vital first decade 


The ‘Deca-’ Vitamin Family 
three convenient dosage forms of 10 significant vitamins for comprehensive protection 
is easy to specify because: 
one basic name to remember—‘Deca-’ 
one basic formulation 
one standard of comprehensive protection 


No refrigeration required + Special process assures stable B,2 in solution with C - Hypoallergenic 
Unbreakable plastic ‘Safti-Dropper’ supplied with Deca-Vi-Sol 


® 
Deca-Mulcine Deca-Vi-Caps° Deca-Vi-Sol 
Teaspoon dosage with Capsule dosage —small, Dropper dosage with new, 
delicious orange flavor easy-to-swallow capsules improved taste: “Best taste yet” 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 
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by mouth...by vein... 
palliation achieved in prostatic carcinoma 


STILPHOSTROL 


Diethylstilbestrol Diphosphate, AMES Tablets - Ampuls 


“',.easy and safe to give very large doses...””’ 


@ Better tolerated than unphosphorylated stilbestrol 

e Permits higher doses for more effective palliation 

e Benefits patients “...even after other estrogens have failed”? 

@ Relieves pain, reduces urinary symptoms and increases well-being 

@ Tablets permit initial or maintenance treatment of ambulatory as well as 
hospitalized patients 


1. Flocks, R. H.: J.A.M.A. 163:709 (Mar. 2) 1957. 
2. Flocks, R. H.; Marberger, H.; Begley, B. J., 
and Prendergast, L. J.: J. Urol. 74:549, 1955. 


For complete information, write to: 
Medical Department 


(AMES 
COMPANY, INC + ELKHART, INDIANA 
AMES COMPANY OF CANADA, LTD., TORONTO 


37287 
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BRAND OF NORETHYNODREL WITH ETHYNYLESTRADIOL 3-METHYL ETHER 


Regulates menstrual disorders 
through reliable endometropic control 


Enovid is Searle’s new, orally effective 
agent designed to provide specific con- 
trol of menstrual disorders. 

Enovid contains norethynodrel, a new 
synthetic steroid with strong progesta- 
tional and lesser estrogenic activity. The 
estrogenic effect, enhanced by the addi- 
tion of ethynylestradiol 3-methyl ether, 
prevents spotting or breakthrough 
bleeding in most patients in whom it 
would otherwise occur. 

Like the normal endocrine action of 
the corpus luteum, Enovid maintains the 
integrity of the endometrium during ad- 


ministration of the drug. Moreover, as 
occurs on withdrawal of the natural hor- 
mone, the withdrawal of Enovid results 
in the flow characteristic of menstrua- 
tion. Also, as does the natural hormone, 
Enovid controls the gonadotropic func- 
tions of the anterior pituitary glands. 
This specific control of the menstrual 
cycle permits effective treatment of both 
excessive and inadequate endometrial 
activity and provides a dependable agent 
for treating such disorders as amenor- 
rhea, dysmenorrhea, menorrhagia, me- 
trorrhagia and premenstrual tension. 


JourNnaL.A.O.A. 
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Pretreatment biopsy of endometrium in anovulatory 
menometrorrhagia. 
Interpretation: Proliferative endometrium. 


Post-treatment biopsy on day 25 after 10 mg. of 
Enovid daily from day 5 to day 20. 

Interpretation: Late secretory endometrium with 
pseudodecidual stromal development. 


Post-treatment biopsy: (second treated cycle) on day 
19 after 5 mg. of Enovid daily from day 5 to day 19. 

Interpretation: Early secretory endometrium with 
slight pseudodecidual reaction. 


Pretreatment biopsy from patient with anovulatory 
menometrorrhagia. 
Interpretation: Proliferative endometrium. 


INDICATIONS AND DOSAGE GUIDE FOR ENOVID 


SECOND AND THIRD 


(or for 10 days to establish cycle) 


. One or two 10-mg. tablets One 10-mg. tablet daily 
Menorrhagia daily to day 25 of the cycle from day 5 to day 25* 
Metrorrhagia One or two 10-mg. tablets daily to day 25 come os above 


Amenorrhea (primary 
or secondary) 


One 10-mg. tablet daily 
for 20 days to establish cycle 


same as above 


Oligomenorrhea from day 5 to day 25* 


One 10-mg. tablet daily 


same as above 


Luteal Phase from day 15 to day 25 


Premenstrual One 10-mg. tablet daily 
Tension from day 5 to day 25* same as above 

One 10-mg. tablet daily One 10-mg. tablet daily 
Dysmenotrhea from day 5 to day 25 from day 5 to day 25 
Inadequate One 10-mg. tablet daily One 10-mg. tablet daily 


from day 15 to day 25 


*The administration of Enovid prior to day 15 may interfere 
with ovulation; if anovulatory cycles are not desired, one 
10-mg. tablet of Enovid should be administered daily from 
day 15 to day 25. 

SPECIAL NOTES: (1) If nausea is encountered, the daily 
dose may be cut in half or me in divided doses for three 
days and then return to regular dose. 


(2) Intermenstrua! spotting is usually evidence of inadequate 
dosage. This type of bleeding is usually controlled by increas- 
ing the dosage one 10-mg. tablet daily. (3) Following discon- 
tinuance of treatment, the intermenstrual interval of the first 


SEARLE 
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<—e cycle is commonly prolonged for approximately one 
week. 


FORMULA: Each 10-mg. tablet of Enovid (available as un- 
coated, scored, coral tablets) contains norethynodrel, a new 
— steroid, with 0.15 mg. of ethynylestradiol 3-methyl 
ether. 

Biopsy photomicrographs courtesy of Anna L. Southam, M.D., 
New York, N. Y. 


*Trademark of G. D. Searle & Co. 
G. D. Searle & Co., Chicago 80, Illinois 


Research in the Service of Medicine 
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ACCURACY 


The ever increasing interest in intra-arterial 
pressure emphasizes today’s need for a mean- 
ingful degree of accuracy in its measurement. 
It is as simple as this... 

consistent, dependable, and repeatable blood- 
pressure readings are obtained with the 
BAUMANOMETER? because it is a true 


mercury-gravity instrument. 
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when anxiety must be relieved, 
‘Compazine’ works rapidly. : 
A few hours after the initiation of therapy, 5 
most patients notice a lessening of their 
| anxiety and tension. Improvement 
continues, reaching a maximum in from 
| 3 to 5 days. Patients are emotionally 
' calm, yet mentally alert. ne 
« 


available: 
| the outstanding tranquilizer 
Spansulef capsules, 10 mg. and 15 mg. 
_ Tablets, 5 mg. and ee: and, primarily for Smith, Kline & French Laboratories, Philadelphia 
use in hospitalized psychiatric patients, : 
25 mg. tablets. *&T.M. Reg. U.S. Pat, Off. for prochlorperazine, S.K.F. 
Ampuls, 10 mg. (2 cc.) “ +T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
Patent Applied For 
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The American Osteopathic Association 


| | 


for graduate training made available through the cooperation of 
Mead Johnson & Company 


Continuing progress in American medicine depends on how 
well today’s young physicians are fitted for the challenging 
tasks that lie ahead. Every possible means of developing 

their skills and knowledge must be pursued. 

In support of this belief, Mead Johnson & Company is making 
available six Annual $1000 Awards to make possible a year 

of fellowship training in fields of special interest. 

Applications for the 1958 Awards, four for general practice, 
one for pediatrics, and one for obstetrics and gynecology, 

may now be made; they should be received no later than 
December 15, 1957. Forms for application may be secured 
from the American Osteopathic Association. The Committee on 
Mead Johnson Grants, appointed by the Board of Trustees 

of the American Osteopathic Association, selects the 

candidates and administers the Award funds. As with all 

its Fellowship Awards, the role of Mead Johnson & Company 
is limited solely to the provision of funds. 


control 
through 
sympathetic 
regulation” 


tachycardia 


hypertension 


** When stress disturbs autonomic balance —by eliciting increased activity of the 
sympathetic nervous system —hypertension, tachycardia, agitation and many other 
symptoms you see in everyday practice may result. On the following pages you 
will see how Serpasil, through its unique ability to regulate sympathetic function, 


controls these symptoms... 
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through sympathetic 


regulation 


...9erpasil’ 


controls 
high blood 


pressure 


Stress situations produce stimuli which pass 
through the sympathetic nerves, constricting 
blood vessels and increasing heart rate. Hyper- 
activity of the sympathetic nervous system may 
elevate blood pressure; if prolonged, this may 
produce frank hypertension. By blocking the 
flow of excessive stimuli to the sympathetic 
nervous system, Serpasil guards against stress- 
induced vasoconstriction, brings blood pressure 
down slowly and safely. 


: 


Effect of 9 weeks of Serpasil therapy on blood pressure of patient with essential hypertension 


J. H., male, 61 years old 
CONTROL SERPASIL 


SYSTOLIC 190 


DIASTOLIC 


DATE 4 12 15 1 2 2% 21 4 6 8 10 16 «20-23-26 «27: 2931 7 «10121314 1719 21 2628 
June July August 
Average B.P. 154.9/111.5 mm. Average B.P. 135.9/86.8 mm. _ Harris, R.: Based on Personal Communica 


In mild to moderate hypertension, ‘Serpasil 
alone is effective in about 70 percent of cases... 
and is free of virtually any serious side effects.’”! 


In severe hypertension, where organic as well as 
functional changes are implicated, Serpasil is 
valuable as a primer. By adjusting the patient to 
the physiologic setting of lower pressure, Serpasil 
smooths the way for more potent antihyperten- 
sives. 

In all grades of hypertension, Serpasil may be 
used as a background agent. By permitting lower 
dosage of more potent antihypertensives, 
Serpasil minimizes the incidence and severity of 
their side effects. 
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through sympathetic 
regulation 
Serpasil 
controls 
tachycardia 


SECONDS 


SECONDS 


Before Serpasil E.S.: FEMALE, AGE 72 


0 02 04 06 O08 10 12 14 16 18 20 22 24 26 28 30 32 34 36 34 


After 20 Days of Serpasil Therapy 


i 


L 


0 02 04 06 08 10 12 14 16 18 20 22 24 26 28 30 32 34 36 


This ECG study demonstrated the heart-slowing ¢ 


Serpasil in an elderly female. Before Serpasil the hea: sie was 
110 beats per minute. After 20 days of Serr" b.:.d.), 
heart rate had fallen to 80 per minute 

Haris sonal Communication. 


When stressful situations continue, unresolved, 
attendant activaiion of the sympathetic nervous 
system may unduly stimulate cardio-accelerator 
fibers, producing tachycardia. 


Serpasil allays stress-induced tachycardia 
through suppression of sympathetic activity. 
Cardio-accelerator impulses are inhibited and 
the normal braking action of the vagus allowed 
to predominate. As a result, cardiac efficiency 
is enhanced. 


Serpasil has been ‘found useful in relieving the 
tachycardia and emotional symptoms associated 
with cardiac arrhythmias, thyrotoxicosis, neuro- 
circulatory asthenia, and even coronary heart 
disease.’”* 


t 


through sympathetic 


regulation 


Serpasil” 
controls 
agitation and 
tension 


Normal untreated monkey: Reserpine treated monkey: 
active, hostile calm and relaxed 


‘The emotional life of the individual is deter- 
mined in a large measure by the functional reac- 
tivity and the balance of the autonomic nervous 
system.’’* Serpasil exerts a calming effect by 
suppressing sympathetic overactivity in auto- 
nomic centers. It benefits patients whose degree 
and type of emotional disturbance cannot be 
adequately controlled by sedatives or tranquil- 
izers which have no autonomic effects. Serpasil 
is especially suited for the treatment of emo- 
tional disorders marked by frank somatic symp- 
toms, such as hypertension and tachycardia— 
although it does not significantly affect blood 
pressure in normotensive patients. 


NOTE: Serpasil is not recommended as a palliative for the ordinary 
worries and cares that are normal to—and perhaps necessary to— 
the healthy human organism, It is recommended for the patient 
who suffers from intolerable anxiety and tension that impair his 
day-to-day functioning. 
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through sympathetic regulation 


Serpasil controls 


other disorders seen 


in everyday practice: 


PREMENSTRUAL TENSION: Serpasil exerts a calm- 
ing effect in women who become irritable, easily 
fatigued and apprehensive as the menstrual 
period approaches; it controls the “‘cyclic’’ 
change in personality. 


MENOPAUSAL SYNDROME: Serpasil may be of 
value in averting hot flashes, headache and other 
vasomotor disturbances stemming from changes 
in autonomic function that occur during the 
female climacteric. 


\LCOHOLISM: Serpasil acts as an “emotional gyro- 
scope,” helps the alcoholic “‘stay on the wagon,” 
makes him more amenable to counseling. Paren- 
teral Serpasil generally controls delirium 
tremens within 24 hours. 


one of the safest, least toxic, and 
ic oe most effective agents in everyday practice 


C IBA 


SUMMIT, N. J. 


(reserpine CIBA) 


AVERAGE DAILY DOSE: Initial—Two 0.25-mg. tablets. Main- 
tenance — After a week or more reduce to 0.1 to 0.25 mg. per day. 


SUPPLIED: Tastets, 0.1 mg., 0.25 mg., 1 mg., 2 mg. and 4 mg. 
Exixirs, 0.2 mg. and 1 mg. per 4-ml. teaspoon. PARENTERAL SOLU- 
TION: Ampuls, 2 ml., 2.5 mg. Serpasil per ml.; Multiple-dose Vials, 
10 ml., 2.5 mg. Serpasil per ml. 


1. Coan, J. P., McAlpine, J. C., and Boone, J. A.: J. South Carolina M.A. 
51:417 (Dec.) 1955. 2. Halprin, H.: J. M. Soc. New Jersey 52:616 (Dec.) 
1955. 3. Kuntz, A.: The Autonomic Nervous System, Lea & Febiger, Phila- 
delphia, 1953, p. 458. 


PRINTED IN U.S.A. 2/2460MK 
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THREE FIVE TIMES 
THE ACTIVITY 
CORTISONE 

HYDROCORTISONE 


ARACORT 


PREDNISONE, PARKE-DAVIS 


PREDNISOLONE, PARKE-DAVIS 


supplied: 5 mg. and 2.5 mg. scored tablets; bottles of 30 and 100. 


E-DAVIS 


PARKE, DAVIS & COMPANY *DETROIT 32, MICHIGAN 


A 


*TRADE MARK 50167 
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why Dimetane is the best reason yet for you to re-examine 


the antihistamine you’re now using » Milligram for milligram, 
DIMETANE potency is unexcelled. piMeTANE has a therapeutic index unrivaled by any 


other antihistamine—a relative safety unexceeded 
by any other antihistamine. DIMETANE, even in very 
low dosage, has been effective when other antihis- 
tamines have failed. Drowsiness, other side effects 
have been at the very minimum. 

» unexcelied antihistaminic action 


Diagnosis fe. Response Side Effects 
Excellent | Good | Fair | Negative 

Allergic 

rhinitis and vaso- 

motor rhinitis 30 4 9/5 2 Slight Drowsiness (3) 
Urticaria and 

angioneurotic 

edema 3 1 Dizzy 4) 
Allergic 

dermatitis 2 Y 1 Slight Drowsiness (2) 
Bronchial asthma 1 1 
Pruritus 1 1 

Total} 37 15 13 7 2 Drowsiness (5) 
Dizzy (1) 162% 


From the preliminary Dimetane Extentabs studies of three investigators. Further clinical investigations will be reported as completed. 
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OWETANE® EXTENTABS® TABLETS ELIXIR 


DIMETANE IS PARABROMDYLAMINE MALEATE — EXTENTABS 12 MG., TABLETS 4 MG., ELIXIR 2 MG. PER 5 CC. 


a blanket of allergic protection, covering 10-12 ogugial wr 
hours —with just one Diimetane Extentab » DJMETANE 
Extentabs protect patient for 10-12 hours on one tablet. 
or twice daily. 
Periods of stress can be easily han- Children over 6—One tab. 

or two teaspoonfuls Elizir t.i.d. 


dled with supplementary DIMETANE or q.i.d., or one Extentab q.12h. 
Children 3-6—¥% tab. 


Tablets or Elixir to obtain maxi- or one teaspoonful Elizir t.i.d. 
mum coverage. (te 
A. H. ROBINS co., INC. Yl | 


Richmond, Virginia | Ethical Pharmaceuticals of Merit Since 1878 


1 2 3. 5-6 9 11 12 


HAPPY AGAIN...TODAY! 


the modern time-saving treatment 


& for all three types of vaginitis 


q In a matter of minutes... right after the first douche (today) 
... Triva helps relieve burning, itching and many other symp- 
toms associated with vaginitis. 

Triva’s powerful detergent surface-acting agent, plus a chelat- 
ing agent, annihilates micro-organisms, almost instantly. Fact 
is, most cases of trichomonal and non-specific vaginitis are 
rendered asymptomatic in 2-5 days...organism-free within 
12 days (monilia genus may require longer). 

Triva is safe, non-toxic, non-irritating...even during preg- 
nancy...and will not stain clothing. Simple to prescribe: 
“Triva (Boyle) sig; douche, b.i.d. for 12 days:’ For complete 
data, see PDR, 1957, page 429. 

Full Treatment Package, literature on request. Write Dept.10 O. 


= Now available: color film “Management and Mismanagement 
of Breech Presentation:’ 


AVAILABLE AT ALL PHARMACIES in convenient packages of 24 individual 
3 Gm. packets, each containing 35% Alkyl Aryl sulfonate (surface 
active and detergent), 0.33% Disodium ethylene bis-iminodiacetate 
(chelating agent), 53% Sodium sulphate, 2% Oxyquinoline sulfate and 
9.67% dispersant. 


ANY LOS ANGELES 54, CALIF. 
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Modern equipment means | Patien 


To the reclining patient, the “mucus machine” is not 

only a real comfort—it is often a “must.” The 

GOMCO heavy-duty No. 799 Stand Aspirator here 

is thoroughly removing foreign matter from the Post-operative removal of 

patient's throat. The nurse can call on all the suction fluids from throat of patient 
with the heavy-duty Gomco 

power required, too— from 0” to 25” of mercury, No. 799 Stand-Mounted 

accurately controlled by a precision valve and gauge. Aspirator with one-gallon 

suction bottle and Aerovent 


The patient breathes easily, and has a more comfort- im Overflow Protection. 
able time before and after the operation. 
Nurses and physicians alike know from long experience that they can call on their GOMCO Aspirators 
any hour of day or night and expect-instant response. If you want equipment you can take for granted, 
have your dealer show you the complete GOMCO line. 
830-ME 


GOMCO SURGICAL MANUFACTURING CORP. 830-ME. Ferry Street, Buffalo 11,N.Y. 
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BENTYL 


2 caps t.i.d. (dicyclomine hydrochloride) 


no atropine or 
belladonna-like 
side effects 
safe—even in 
the presence of 
glaucoma*’ 


References: 

1. McHardy, G. and Browne, D. cr 
South. M. J. 45:1139, 1952. 2. Hock, 
C. W.: J.M.A. Ga. 40:22, 1951. 3. 
Hufford, A. R.: Am. J. Dig. Dis. 
19:257, 1952. 4. Brown, Jr., D. W. 
and Guilbert, G. D.: Am. J. Ophthal. 
36:1735, 1953. 5. Cholst, M., Good- 
stein, S., Berens, C. and Cinotti, A.: 
Scientific Exhibit, A.M. An June, 1957. 


quick stop 


Capsules, Syrup (plain and with phe- 
_nobarbital), Tablets with Phenobarbi- 
tal, and Injection TRADEMARK: ‘BENTYL’ 


©) 
Merrell 


SINCE 1828 


THE WM. S. MERRELL COMPANY 
New York + CINCINNATI + St. Thomas, Ontario 
Another Exclusive Product of Original Merrell Research 
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Let Elixir 


TYLENOL 


/ for little “hot heads” 


words when the 
youngster is burning 


general misery. 


do this job for you— 


with TYLENOL, fever, minor 

aches and pains vanish quickly— 

the child is more comfortable and mother’s fears 
are allayed in a very short time. 


TYLENOL is safe... 
“‘no evidence of side effects” from this efficient, 
well-liked antipyretic-analgesic— 

even on prolonged use.' 


| Mc NE I L| LABORATORIES, INC., Philadelphia 32, Pa. 


1. Cornely, D. A. and Ritter, J. A.: N-acetyl-p-aminophenol 
(Tylenol Elixir) as a Pediatric Antipyretic-Analgesic, J. A. M. A. 


160:1219-1221 (April 7) 1956. 


—your first reassuring 


up with fever, malaise, 


JourNnat A.O.A. 
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Increasing use 
in daily 


OLEANDOMYCIN TETRACYCLINE-PHOSPHATE BUFFERED 


Trademark tTrademark, oleandomycin tetracycline 


Vor. 57, Oct. 1957 


buffered for higher, faster antibiotic levels 
...adds new certainty in antibiotic ther- 
apy... particularly for that 90% of the 
patient population treated at home or office 
when susceptibility testing is not 
practical— 

Supplied: 

SIGNEMYCIN V CAPSULES containing 250 mg. (ole- 
andomycin 83 mg., tetracycline 167 mg.), phos- 
phate buffered. Bottles of 16 and 100. 
SIGNEMYCIN+ CAPSULES— 250 mg. (oleandomycin 
83 mg., tetracycline 167 mg.), bottles of 16 and 
100; 100 mg. (oleandomycin 33 mg., tetracycline 
67 mg.), bottles of 25 and 100. 

SIGNEMYCIN FOR ORAL SUSPENSION — 1.5 Gm., 125 
mg. per 5 ce. teaspoonful (oleandomycin 42 mg., 
tetracycline 83 mg.), mint flavored, bottles of 2 oz. 
SIGNEMYCIN INTRAVENOUS — 500 mg. vials (olean- 
domycin 166 mg., tetracycline 334 mg.), and 250 
mg. vials (oleandomycin 83 mg., tetracycline 167 
mg.); buffered with ascorbic acid. 


Prizer LABORATORIES, Brooklyn 6, N. Y. 
Division, Chas. Pfizer & Co., Inc. 


World leader in antibiotic develop t and production 
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UTENSIL WASHER 
“SANITIZER 


ii. American Utensil Washer-Sanitizer provides efficient equipment 


to carry out an improved technique in preventing the transfer of 


communicable diseases among patients and hospital personnel. Con- 

venient and automatic, it washes and sanitizes three full sets of 

patients’ utensils in two loads ... at a speed well within the normal 

discharge-and-admission rate. Simple and economical to install and 

operate, the Washer-Sanitizer saves personnel time, reduces utility 

room clutter and assures uniform cleaning and sanitizing at less cost. © he Annie ted Medes 
s is available with 


steel utility room clean-up counter 
For compl infor on this new Utensil Technique, or as the free-standing ynit shown. 


write for bulletin SC-321, above. 


AMERICAN 


STERILIZER Offices in 14 Principal Cities 


ERIE*PENNSYLVANIA 


Journat A.O.A. 
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...in a matter of seconds 


—and those seconds are split in radiography fluoroscopy . . . highly maneuverable inde- 
with Patrician’s stop-motion 200-ma, 100- oo tube stand . . . fully counterbalanced 
kvp, full-wave power. Involuntary move- fluoroscopic screen . . . compact, simplified 
ments of patients or organs no longer need control unit. 

be your problem — nor the heavy investment Before investing in x-ray equip- 
formerly required for x-ray equipment capa- ment, get the complete Patrician 
ble of overcoming them. story, including G-E financing 

At a price competitive with low-power, plans. Use this handy coupon. 

limited-range apparatus, you can now enjoy 

full x-ray Facilities offered by the General 
Electric Patrician: kenotron-rectified output 
for longer x-ray tube life...81-inch angulat- 
ing table for those tall patients... double-focus 
rotating-anode tube for radiography and 


X-RAY DEPARTMENT 
GENERAL ELECTRIC CO. 
Milwaukee 1, Wisconsin, Rm. 


(CO Please send me your 16-page PATRICIAN bulletin 
CD Facts about deferred payment 
MAXISERVICE rental 


Name. 


Progress ls Our Most Important Product 


GENERAL @ ELECTRIC 


Addre: 


City. Zone. State. 


Pere eee = 


Vor. 57, Ocr. 1957 


“ 
‘ 
= from radiograph 
\ 
i 
43 
< 


Clinical benefits 
well established in 


LOW BACK PAIN 


and other 
musculoskeletal disorders 


Zoxazolamine* 
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“...in the treatment of 90 patients with low back pain and other 
muscular conditions...67 (74 per cent) showed a good response 
following treatment with Flexin.? 


“In acute and chronic recurrent low back syndrome, seven of eight 
patients showed visible objective improvement.”? 


“A high percentage of patients with these conditions [sprains, muscle 
strains and contusions, low back disorders, fibrositis, bursitis, myo- 
sitis, and spondylitis] may be expected to be benefited by the drug 
with attending relief of muscle spasm discomfort.”3 

references (1) Johnson, H. J., Jr.: To be published. (2) Settel, E.: Am. Pract. & Digest 
Treat. 8:443 (March) 1957. (3) New and Nonofficial Remedies, J.A.M.A. 162:205-207 
(Sept. 15) 1956. 

how supplied Pink, enteric coated tablets (250 mg.), bottles of 36. Yellow, scored 
tablets (250 mg.), bottles of 50. 


Laboratories, Inc + Philadelphia 32, Pa. 


12887 


*U.S. Patent Pending 
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24 steps to a hospital bed 


The commonest task, such as climbing a flight of 
stairs, confronts the angina pectoris patient with a 
fearful question: “Will I be able to make it?” 


Exertion leads to attacks . . . and fear of attacks leads 
to an increasing restriction of activities. Ultimately, 
even the attack-free intervals may lose all semblance 
of normal living. 


Remove the fear factor. In 4 out of 5 patients, routine 
prophylaxis with Peritrate reduces the incidence and 
severity of anginal attacks, improves abnormal EKG 
tracings and increases exercise tolerance. 


” 


A new sense of freedom restores the “cardiac cripple 
to a sense of usefulness and participation, although he 


should not now indulge in previously prohibited stren- 
uous exercise. 

Peritrate prophylaxis is simple: 10 or 20 mg. before 
meals and at bedtime. The specific needs of most pa- 
tients are met with Peritrate’s five convenient dosage 
forms: Peritrate 10 mg. and 20 mg. tablets; Peritrate 
Delayed Action (10 mg.) for protection continued 
through the night; Peritrate with Phenobarbital (10 
mg. with phenobarbital 15 mg.) where sedation is also 
required; Peritrate with Aminophylline (10 mg. with 
aminophylline 100 mg.) in cardiac and circulatory in- 
sufficiency. 


Usual Dosage: A continuous schedule of 10 to 20 mg. 
before meals and at bedtime. 


Peritrate’ 


(brand of pentaerythritol tetranitrate) 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 


JourNAL A.O.A. 


FOR THE ENTIRE RANGE OF RHEUMATIC-ARTHRITIC 


DISORDERS —from the mildest 
to the most severe 


many patients with MILD involvement can be effectively 
controlled with 


many patients with MODERATELY SEVERE involvement 
can be effectively controlled with 


MEPROLONE 


and NOW for patients with 
SEVERE involvement 


The first meprobamate-prednisolone therapy 


the one antirheumatic, antiarthritic that 
simultaneously relieves: (1) musclespasm 
(2) joint inflammation (3) anxiety and 
tension (4) discomfort and disability. 


SUPPLIED: Multiple Compressed Tablets 
in three formulas: ‘MEPROLONE’-5— 
5.0 mg. prednisolone, 400 mg. meproba- 
mate and 200 mg. dried aluminum hy- 
droxide gel. ‘MEPROLONE’-2—2.0 mg. 
prednisolone, 200 mg. meprobamate and 
200 mg. dried aluminum hydroxide 
gel. ‘MEPROLONE’-1 supplies 1.0 mg. 
prednisolone in the same formula as 
‘MEPROLONE’-2. 


mQo MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INC. 
PHILADELPHIA 1, PA. 


*MEPROLONE’ is a trademark of Merck & Co., Inc- 
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NEW INTRAMUSCULAR IRON PROVIDES 


PRECISION THERAPY, PROMPT RESPONSE 


IMFERON,® the new intramuscular iron-dextran 
complex, was introduced to American hematol- 
ogists at the Sixth International Congress of 
the International Society of Hematology held 
in Boston, August 27 to September 1, 1956. 
Recent experience from over 6 million injec- 
tions has shown that this iron preparation is 
easy to administer, notably free from toxic ef- 
fects, quickly absorbed and productive of rapid 
hematologic and clinical improvement. It has 
been termed “...the only therapeutically effec- 
tive iron preparation for intramuscular use....”" 
IMFERON meets the need for a safe, effective 
agent when parenteral iron is preferable for 
patients with iron deficiency anemia who are 
resistant or intolerant to oral iron, those with 
depleted iron reserves and those who require 
rapid restoration of hemoglobin, e.g. last tri- 
mester of pregnancy. 


Previous parenteral iron preparations were 
unsatisfactory because of toxicity, pain on 
injection, or because they contained insufficient 
iron. IMFERON contains the equivalent of 5 
per cent elemental iron. It is more stable than 
iron saccharate both in vitro and in vivo and 
does not precipitate in plasma over a wide pH 
range. It is isotonic with tissue fluids and has 
a pH of 5.2 to 6.0' Utilization for hemoglobin 
formation is almost quantitative. 


Precision Therapy with IMFERON: Before treating 
a patient with IMFERON, total iron requirement 
is calculated by formula or determined from a 
convenient dosage chart. Then appropriate 
amounts of IMFERON are injected daily or 
every other day, until the total calculated 
required amount is given. 

Iron Deficiency Anemia of Infancy: IMFERON pro- 
vides a convenient safe means for restoring 
hemoglobin levels and iron reserves in anemic 
infants. Excellent results were obtained by 
Gaisford and Jennison® with IMFERON in 100 
iron-deficient infants. From a pretreatment 
average of 54.5 per cent, hemoglobin levels 
rose to 87 per cent 10 weeks after the start 
of therapy. 


References: (1) Brown, E. B., and Moore, C. V., in 
Tocantins, L. M.: Progress in Hematology, New York, 
Grune & Stratton, Inc., 1956, vol. I, p. 25. (2) Gais- 
ford, W., and Jennison, R. F.: Brit. M. J. 2:700 (Sept. 
17) 1955. (3) Wallerstein, R. O.: J. Pediat. 49:173, 
1956. (4) Sturgeon, PB: Pediatrics 18:267, 1956. 
(5) Jennison, R. F, and Ellis, H. R.: Lancet 2:1245 
(Dec. 18) 1954. (6) Scott, J. M., and Govan, A. D. T.: 
Brit. M. J. 2:1257 (Nov. 27) 1954. (7) Grunberg, A., 


AND 5-CC. AMPULS THROUGH YOUR REGULAR SUPPLIER. 


LAKESIDE 


Clinical improvement paralleled this response. 
Premature infants and surgical cases were 
similarly benefited. IMFERON gave “...all the 
advantages of transfusion or intravenous ther- 
apy without the disadvantages.”” There were 
no side effects in any of the infants treated. 
Wallerstein’ confirmed these results, furnishing 
evidence that IMFERON is well absorbed and 
appears in the bone marrow 12 to 24 hours 
after injection. Results are equal to those with 
intravenous saccharated iron oxide without the 
unpleasant side effects. Sturgeon‘ showed that 
the first year’s iron requirements in infancy can 
be supplied with three injections of IMFERON. 
Iron Deficiency Anemia of Pregnancy: Nausea pre- 
cludes oral iron therapy in many anemic preg- 
nant women. In those with severe anemia who 
are first seen late in pregnancy, prompt 
hemoglobin regeneration is unobtainable with 
oral iron. IMFERON produced prompt hemo- 
globin responses in anemia of pregnancy,”* the 
results being similar to those obtained with 
intravenous saccharated iron oxide. Side effects 
were virtually absent with IMFERON.”® 


Resistant Hypochromic Anemia: Patients who do 
not respond to oral iron, those who cannot take 
oral iron and those with gastrointestinal pathol- 
ogy respond well to injections of IMFERON.”™" 
While oral iron is of little value in treating 
the anemia of rheumatoid arthritis, IMFERON is 
“...as beneficial as intravenous iron and easier 
to administer.”® 


Present Studies: Published reports and recent 
findings of clinical investigators confirm the 
effectiveness and safety of IMFERON for hemo- 
globin regeneration and creation of iron stores. 
More than 70 studies are now being completed 
in the United States. Reports stress prompt 
hemoglobin response, ease of administration 
and freedom from side effects. Clinicians desir- 
ing additional information should request 
Brochure No. NDA 17, IMFERON, Lakeside 
Laboratories, Inc., Milwaukee 1, Wisconsin. 


and Blair, J. L.: A.M.A. Arch. Int. Med. 96:731, 
1955. (8) Millard, J. B., and Barber, H. S.: Ann. 
Rheumat. Dis. 15:51, 1956. (9) Baird, I. M., and 
Podmore, D. A.: Lancet 2:942 (Nov. 6) 1954. 
(10) Cappell, D. F; Hutchinson, H. E.; Hendry, E. B., 
and Conway, H.: Brit. M. J. 2:1255 (Nov. 27) 1954. 
Stevens, A. R.: A.M.A. Arch. Int. Med. 96:550 
1956. 


IMFERON® IS DISTRIBUTED BY LAKESIDE LABORATORIES, INC., UNDER 
LICENSE FROM BENGER LABORATORIES, LIMITED. AVAILABLE IN 2-CC. 
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GOVERNANCE 


in osteopathic education*® 


A faculty member 


poses some questions 


PAUL T. LLOYD, D.O. 
Philadelphia, Pennsylvania 


es YEARS AGO, the first osteopathic 
college was chartered in the State of Missouri and es- 
tablished in Kirksville. Dr. Andrew Taylor Still, foun- 
der of our profession, was responsible for this action, 
the first valid evidence of osteopathic education. 

Others speaking from this platform, as well as his- 
torians and writers within the profession, have drawn 
attention to the many characteristics setting forth Dr. 
Still as a teacher, philosopher, and physician. These 
same lecturers and writers have pointed to the bound- 
less energy and the undaunted courage which marked 
him as a pioneer, and indeed, when one considers his 
many accomplishments, there is little room for doubt 
as to his capabilities on the one hand and his staunch, 
unswerving devotion to ideals on the other. In retro- 
spect, it must be admitted that he undoubtedly met the 
many problems confronting him with the challenging 
force so characteristic of those rugged individuals who, 
at the very moment of the founding of osteopathy and 
the chartering of its first college, were continuing to 
expand and develop the vast areas * this nation lying 
to the west of the Mississippi. 

So it is quite natural that upon the occasion of this 
Sixty-First Annual Convention of the American Os- 
teopathic Association we should again meet to pay 
tribute to Dr. Still and to memorialize his name, his 
life, and his works and, at the same time, acknowledge 
him for what he was and what he represents today—a 
pioneer in professional education. 


*The Andrew Taylor Still Memorial Lecture, presented at the Sixty- 
First Annual Convention of the American Osteopathic Association, Dal- 
las, Texas, July 17, 1957. 
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In but a short time after the founding of the first 
college in Kirksville, numbers of other osteopathic col- 
leges developed across the country, some to be but 
short-lived, others to survive, grow, and mature. Thus, 
a profession had its beginning and almost at orce or- 
ganized itself as the American Association for the Ad- 
vancement of Osteopathy, later to become the American 
Osteopathic Association. The stated objectives of this 
Association are to promote the public health and the 
art and science of the osteopathic school of practice, 
and to further these objectives by maintaining high 
standards of osteopathic education and by stimulating 
original research and investigation. In these statements, 
we sense the fact that as a profession we have com- 
mitted ourselves to the fulfillment of objectives which 
in themselves comprise a triad; namely, education, in- 
vestigation and research, and service. Of these three, 
education is undoubtedly the focal point or, perhaps 
better yet, the keystone upon which our present as well 
as our future professional development rests. 

For well over a half century now, the osteopathic 
profession has spent a great deal of time organizing it- 
self for the purpose of establishing practice rights and 
in obtaining proper recognition at all levels of govern- 
ment. The profession has also carried out an energetic 
program intended to disseminate information concern- 
ing osteopathy, its educational program, and the ability 
of this profession to participate properly in all phases 
of medical care in the interests of the people of this 
nation as well as those living abroad. With the profes- 
sion devoting itself to development along these lines, it 
has also supported and maintained a program of edu- 
cation designed to equip students, at both the predoc- 
toral and postdoctoral levels of professional education, 
with those essentials necessary to meet the requirements 
of modern practice. How well have we organized our- 
selves for the fulfillment of our committed objectives ? 
Are our institutions secure on the basis of sound fun- 
damental governance and will they, as now designed 
and administered, respond to the needs of the present 
as well as the future? These and similar questions 
cause a faculty member to review in his own mind 
certain fundamentals essential to a program of profes- 
sional education, reflected as they are in the approved 
osteopathic colleges and the approved teaching hospi- 
tals. In addition, thoughtful consideration must be giv- 
en to the American Association of Osteopathic Colleges 
and to the American Osteopathic Association, since 
these organizations exert an influence upon the colleges 
and teaching hospitals and, therefore, upon osteopathic 
education. 


Definition of governance 


Governance, as employed here, refers to design and 
plan, to structure and function, and to management and 
control. Every college in existence has been created 
for a definite purpose and, therefore, has a definite 
educational objective. For a college to function proper- 
ly and to operate efficiently, it should be structured ac- 
cording to a formal design and plan. Should the work 
of the college become faulty and weak, with resultant 
failure of growth and development—or if, for one rea- 
son or another, the college is unable to meet the de- 
mands placed upon it, then one might well look into 
and examine its internal arrangement, its design and 
structure, and also inquire as to the qualifications of 
those responsible for its function, since here in educa- 
tion, the inter-relationship of structure and function is 
as vital as in man himself. 
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Are our institutions secure 
on the basis of sound fundamental 


governance and will they, as now 


designed and administered, respond 
to the needs of the present 


as well as the future? 


With this thought in mind, the question might be 
raised as to how our colleges are structured. 

Since all of the osteopathic colleges have been 
founded for a single purpose—the development and 
training of osteopathic physicians—it is supposed that 
they will be similar as to design, structure, and func- 
tion, at least so for the greater part. Therefore, one 
would expect to find each college under the control of 
a board of trustees, which in turn would be properly 
represented by a chief executive officer, the president, 
and, further, that the program of education would be 
carried out and fulfilled by the dean and the faculty. 
These are the divisions and components of institutional 
structure, of governance, which at the moment seem to 
this speaker to be of major importance and, therefore, 
to be given consideration, as one might by inquiry “take 
stock” of osteopathic education. 


Board of trustees 


What of the board of trustees, its duties, and its 
qualifications for membership? Here is the body of 
supreme authority in the college and its hospitals. The 
board is charged with heavy responsibilities which are 
reflected in its duties. Some of these duties are to pre- 
serve and safeguard the college, its grounds, and its 
buildings and equipment ; to encourage the growth, de- 
velopment, and expansion of the college and its hospi- 
tals ; to establish policies bearing upon osteopathic edu- 
cation and public health, in keeping with standards set 
up by the American Osteopathic Association; to pro- 
vide and maintain facilities consistent with present-day 
needs and progressive programs of education, research, 
and service; to safeguard funds, endowments, and be- 
quests acquired by and assigned to the college and its 
hospitals ; to see to it that able and qualified executives, 
administrators, faculty, and staff are available to man 
the college and its hospitals; and to provide insurance 
and retirement programs for the faculty. A dean of an 
eastern college recently stated that ‘a good board of 
trustees senses the need of a sound program of educa- 
tion and lends itself readily to that program and its 
development.” 

The importance of the board of trustees in the 
matter of governance is quite readily perceived, and 
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just as readily understood is the importance of mem- 
bership on the board. It is assumed that members elect- 
ed to the board of trustees should represent an adequate 
cross section of American life; therefore, they should 
represent business, industry, the legal profession, fi- 
nance, and philanthropic interests. In addition, the 
membership of the board should quite naturally include 
alumni of the college. It is further assumed that per- 
sons selected for membership on the board of trustees 
will be those who are held in high esteem in their re- 
spective communities, and as well in their own special 
fields of endeavor, and that such members will have a 
manifest interest in osteopathic education and in public 
health—and further, that they will regard their trustee- 
ship as a high form of civic service. 


The president 


What of the president? Being the chief executive 
officer of the college, the president serves as the official 
representative of the board of trustees. He must there- 
fore see to it that the aims and policies of the board are 
put into effect and that they are properly executed. It is 
also within the range of his office and his implied duties 
to raise the quality of students admitted to the college; 
to improve the faculty; to improve the library; to see 
to it that the financial status of the college is enhanced 
and made secure through additions to endowments, 
gifts for buildings, and gifts for facilities; to secure 
public support; to acquire and maintain acquaintance 
with prospective donors to the college ; and to improve 
relations between alumni and the college. These are but 
a few of the duties and responsibilities of the president, 
and it will be seen that much of his time will be taken 
up in handling institutional policies and in meeting the 
public. This must be so, if his service to the college is 
to be profitable and productive. Today it would seem 
that the college president has, as one of his most im- 
portant tasks, that of being the chief representative of 
the college before the public—its first representative in 
public relations. 


The dean 


What of the dean? The office of president in a 
professional college is no different perhaps from that of 
any school, and for his administration to be realistic 
and contributive, he must be adequately supported by 
qualified personnel. In this regard, none is more essen- 
tial than the first officer of education, the dean. 

Just as the duties of the president of a college have 
changed during the past several years, so have the 
duties and responsibilities of the dean. It would seem 
that at the present time a dean more nearly serves the 
office of executive vice president, since he attends to 
many of the duties previously assigned to and carried 
out by the college president. To the faculty, the dean 
is its chief officer in the conduct of college work. 

Today, the dean of an osteopathic college, in addi- 
tion to being by training and experience an educator, 
should be one possessing qualities of leadership, and, as 
head of the faculty, he must see to it that that faculty 
is well organized in all of its departments and that these 
departments are adequate in personnel, both as to depth 
and quality. The dean should possess an almost inex- 
haustible enthusiasm in support of the faculty, not only 
in the discharge of its daily work in the classroom, lab- 
oratory, and clinic but also in its work in the field of 
investigation and research. 
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In support of the president, the dean must be in a 
position to sense the need for changes in the college 
curriculum and, together with the faculty, recommend 
and effect such adjustments and changes as seem essen- 
tial to meet the requirement of a constantly moving 
world of professional education—a requirement on the 
part of the college in fulfilling its obligations to the 
students admitted to enrollment. 

Then, too, the dean should constantly seek to co- 
ordinate the work of the faculty, to the end that, when- 
ever possible, departmental and interdepartmental par- 
ticipation in the presentation of the program of instruc- 
tion yields maximum result with a minimum of effort. 

The dean should possess qualities of understand- 
ing, honesty, and integrity in his association with the 
faculty and the student body. In all matters of educa- 
tion, he should be able to discuss the affairs of the col- 
lege and its hospitals with the faculty and staff, and in 
so doing communicate his knowledge and his thoughts 
in understandable terms to this group of physicians 
and scientists. Likewise, the dean must be able to 
listen understandingly to these same physicians and 
scientists, who almost certainly represent personalities 
widely diverse in character, thought, and action. 

In addition to any and all other responsibilities 
assumed by him, the dean must keep abreast of the 
times insofar as the general field of education is con- 
cerned. This seems necessary if he is to bring to the 
faculty and to the student body all pertinent facts and 
developments applying to the broad area of education, 
as such developments directly and indirectly affect and 
alter osteopathic education. 


The faculty 


What of the faculty? The faculty of the college, 
functioning under the dean, is organized along de- 
partmental lines, with each department having a rank- 
ing officer, the chairman, usually one of professorial 
status. Each department is organized so as to most 
effectively carry out its individual assignments under 
the curriculum and to coordinate and integrate its ac- 
tivities with those of other departments, so that the 
basic science and clinical aspects of predoctoral educa- 
tion are best served. 

The qualifications of faculty members will not be 
dealt with here, except to mention that a physician 
aspiring to faculty appointment should evidence un- 
swerving loyalty to the college and to the administra- 
tion. He should, in addition, be able and willing to 
arrange his professional time so that his faculty assign- 
ments may be carried out with promptness. Any and 
all members of the faculty should be expected to pos- 
sess qualities in keeping with the standards set up for 
a faculty of a graduate school. There is, of course, 
implied not only the requirement of teaching and the 
willingness to teach, but also a genuine interest in 
education generally, and the desire to work for the 
college and its hospitals in the field of investigation 
and research as well as that of service. In osteopathic 
colleges, as in other colleges of the healing arts, the 
faculties are frequently developed and built around 
members of the profession practicing in the community 
where the college is located. In most instances, the 
faculty will comprise a combination of whole-time, 
full-time, and part-time teachers; and in the well- 
balanced faculty both specialists and general physicians 
find places of equal importance, since—again we must 
remind ourselves of the fact—the prime objective of 
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the college is to graduate physicians capable of serving 
in the capacity of general physicians. 

In addition to the osteopathic physicians on the 
faculty, it is to be expected and anticipated that quali- 
fied teachers without the D.O. degree will be included 
- the basic science and research divisions of the col- 
ege. 

To assure the college of a capable faculty, and for 
the faculty to maintain itself on a high plane of ef- 
ficiency, it is almost mandatory that each member en- 
gage himself from time to time in postdoctoral study. 
In professional education, no one may “rest on his 
oars” and long remain well informed and capable. 
Then it would seem necessary to require the faculty 
to qualify itself annually for reappointment on the 
basis of postdoctoral study undertaken and investiga- 
tive work performed. 

During the past 2 decades, there has been an in- 
creasing demand for postdoctoral education. This 
has added to the responsibilities of the colleges and the 
teaching hospitals, resulting in the necessity for in- 
creasing the size of the faculties of the colleges and 
the staffs of the hospitals, and, of course, an increase 
in the number of administrative personnel. Reorgani- 
zation of the faculty so as to provide for postdoctoral 
studies has been necessary and, with this, the addition 
of new facilities and equipment, together with over-all 
expansion of the college and its hospitals. These 
changes are still taking place and must continue if the 
teaching institutions are to meet the current and future 
needs of this profession. 


The college-attached hospitals 


More often than not, the hospital is thought of as 
being primarily an area of service, and this is as it 
should be, but the hospital is also the right hand of 
the professional college in matters of education. It is 
within the hospital that students begin to put into 
practice the knowledge which they have accumulated 
in the lecture room, the laboratories, and the clinic 
amphitheatres during the basic science and preclinical 
years of study. The hospital, therefore, serves the 
student clerks during their fourth year of predoctoral 
education and, in addition, provides postdoctoral educa- 
tion for the interns and residents. 


To assure the college of a capable 
faculty, and for the faculty to maintain 
itself on a high plane of e.. ziency, 
it is almost mandatory that each 
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Organization of the hospital staff to facilitate a 
program of education and, at the same moment, to 
carry out high service to the patients requires sound 
governance, if the program of education is to be effect- 
ed in an orderly and profitable manner. The organiza- 
tion and the administration of the program of education 
in the hospital are duties of the professional medical 
director, and upon this officer falls the responsibility 
for seeing to it that the senior student clerks, the in- 
terns, and the residents receive the experience and 
training which is rightfully theirs. 

The professional director, in collaboration with 
and working through the dean’s office, must see to 
it that the staff, through its several departments, is so 
organized and so conducts its work that there will be 
a smooth flow of education from the college to the 
hospital and from the hospital to the college. 

Not infrequently, the program of education in the 
hospital lacks full organization and proper supervision, 
with the result that there is much waste of time, on the 
part of the senior clerks, the interns, and the residents 
as well as the staff itself. 

Next to fulfilling the high calling of physician, the 
hospital staff has no greater privilege offered it than 
to be able to aid in the instruction of residents, interns, 
and student clerks. Just how well our college-attached 
hospitals carry ovt their duties and obligations to pro- 
fessional education will be marked by the abilities as 
well as the character of the young physicians receiving 
their training in the college and its hospitals. 

How frequently encountered is the stated policy 
requiring physicians seeking appointment to the hos- 
pital staff to qualify first for appointment to the college 
faculty ? Would not such a policy perhaps lead to better 
teaching in the hospital ? 


Structure of colleges 


The structural schema shown here (Diagram) is 
not in any sense complete, since there are many sub- 
divisions of the college and its hospitals which are not 
represented, but it is shown for the following reasons: 
(1) It sets forth the idea of a free flow of education 
and of ample opportunity for teaching and learning, as 
applied to the college and its hospitals. (2) It estab- 
lishes quite clearly that the dean’s office should be the 
center for all matters pertaining to predoctoral and 
postdoctoral education. (3) It places the executive 
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committee, composed of department chairmen and 
chiefs of service, in a position to best serve the dean in 
an advisory capacity relative to the program of educa- 
tion. (4) It establishes areas of authority and responsi- 
bility extending from the body of control, the board 
of trustees, down through the executive and adminis- 
trative offices to the faculty. 

It is assumed that diagrams such as this are em- 
ployed in all of the colleges, and that they find use not 
only for display but also to serve a practical purpose 
when placed in the hands of personnel. This is particu- 
larly so if the schema is accompanied by bulletins and 
notices concerning matters pertaining to policies of 
the college, together with clearly defined statements 
dealing with duties and responsibilities of the execu- 
tives, administrators, department chairmen, commit- 
tees, and all others directly responsible for the work 
performed in the college and its hospitals. Too funda- 
mental? Possibly so. But all too frequently, lines of 
authority are crossed and work is undertaken and per- 
formed by those not properly qualified, but acting with 
self-imposed authority, which, of course, is not theirs 
to exercise. This leads to confusion and ferment and 
tends to interfere with the orderly processes of gov- 
ernance and education. 

Whenever duties and obligations are not set forth 
in writing and when policies are not published and 
made permanent in printed form, “bypassing” technics 
are easily developed, with the result that department 
chairmen, the dean, and even the president may at 
some time find themselves victims of poor governance. 

It may be stated that when a college is exposed 
to good governance and organization, when qualified 
personnel are working together with complete under- 
standing of the duties each is to perform, and when 
the same personnel is supervised by well-qualified ex- 
ecutives and educators, morale is bound to be at a high 
level and an esprit de corps is self-manifest. These 
items associated with governance, and by-products of 
it, will reflect themselves from the administration down 
to the faculty and even to the student body. Education 
should then progress and the college be alive and re- 
sponsive. 

Are our colleges suitably and adequately struc- 
tured? Are they properly represented by a board of 
trustees and qualified executives? Is the matter of 
governance so treated that these colleges are in a po- 
sition to respond readily to the needs of the profession 
and to keep abreast of the rapidly changing fields of 
medicine and science? It is assumed that these ques- 
tions can be answered in the affirmative. If so, then 
I would ask: Why is it that, for the greater part, the 
support of the colleges comes from the profession 
itself? Are we now in position to secure a more sub- 
stantial contact with business, with industry, and 
finance, to the end that our colleges may be economi- 
cally sound and financially secure? Is there any reason 
to suppose that governance within the colleges is in 
need of closer attention? The answer to this last 
question may, in part, be supplied by the colleges 
themselves, admitting that they recognize the value of 
self-imposed inspections and periodic investigations 
sufficiently rigid in nature to be truthfully revealing. 

The matter of governance in the colleges has been 
touched upon but briefly, and with little regard for 
features pertaining to it beyond certain primary con- 
siderations. This has been done with intent—lest we 
overlook those important fundamental requirements in 
our haste to reach the ultimate goal of excellence in 
education ! 


JournaL A.O.A. 


The American Association of 
Osteopathic Colleges 


The American Association of Osteopathic Col- 
leges was organized in 1898, for the purpose of estab- 
lishing and maintaining acceptable standards for 
colleges of osteopathy, standards which then influenced 
the very organization of the colleges, improved require- 
ments for admission, and also brought about changes 
in the curriculum. In addition, the Association was 
organized in an effort to protect the American public 
against the deceptions carried out by correspondence 
schools purporting to teach osteopathy and also to pro- 
tect students and others against commercially minded 
and “spurious” colleges. 

Through the activities of the Association of Osteo- 
pathic Colleges, standards of education were progres- 
sively increased and the stature of the colleges elevated. 
Early in its existence the American Association of 
Osteopathic Colleges established an intimate working 
relationship with the American Osteopathic Associa- 
tion; and it was mutual action taken by these two 
bodies which led to the development of a committee to 
investigate colleges applying for membership in the 
American Association of Osteopathic Colleges. In 
1902, the associated colleges recommended to the 
A.O.A that the latter body appoint an examiner to 
carry out annual inspection of each member college of 
the Association. Thus, we see early evidence of a har- 
monious relationship existing between the associated 
colleges and the American Osteopathic Association, and 
this relationship has been perpetuated down through 
the years. 

As I sense it, the American Association of Osteo- 
pathic Colleges has a particularly important function 
to perform in the over-all program of osteopathic edu- 
cation. Its membership includes the presidents, the 
deans, and other representatives of the executive and 
administrative offices of the colleges. It is assumed 
that the work of the Association primarily concerns 
the improvement and the advancement of osteopathic 
education. Therefore, the Association would, of course, 
interest itself in matters having to do with the curricu- 
lum, faculties, educational facilities, and other salient 
features of importance to the colleges. 

I have no knowledge of the program of the Ameri- 
can Association of Osteopathic Colleges while in ses- 
sion at this Convention. Yet I am certain that had 
each of us been privileged to attend its meetings, we 
would have been greatly enlightened and would leave 
this convention better informed as to what the colleges 
are doing at present and also as to their plans for the 
immediate future of osteopathic education. 

Had we attended the meetings of the American 
Association of Osteopathic Colleges, no doubt we 
would have heard the report of the president, bearing 
upon the accomplishments of the Association during 
the past year. In all probability, we would have listened 
to the report of the mid-winter meeting of the deans of 
the colleges, followed by reports of committees, such 
as the committee on audiovisual aids, the committee on 
postgraduate education, the committee on licensure and 
practice, and others. 

It is also assumed that. there would have been 
discussions pertaining to such subjects as “The Teach- 
ing of Comprehensive Osteopathic Medicine,” ‘“Inte- 
grating the Basic Sciences with Clinical Practice in the 
Hospital,” and “The Problem of Work Load As Ap- 
plied to the Student Body and to the Faculty.” 

Other portions of the program might well have 
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Whenever duties and obligations 
are not set forth in writing and when 
policies are not published and 
made permanent in printed form, 
“bypassing” technics are 


easily developed 


included papers presented by members of faculty, deal- 
ing with research, postdoctoral education, cancer train- 
ing programs, grants-in-aid, atomic medicine, indus- 
trial medicine, and other subjects of genuine interest 
to the profession at this moment. 

The very nature of the objectives of the American 
Association of Osteopathic Colleges and the work per- 
formed by it are quite significant in the development 
and advancement of osteopathic medicine. 

Furthermore, the American Association of Osteo- 
pathic Colleges serves an exceedingly useful purpose 
in that it is the liaison between the colleges themselves 
and the parent organization, the American Osteopathic 
Association. 


The American Osteopathic Association 


The American Osteopathic Association devotes a 
generous share of its time and effort to education. This 
is indicated in the numerous articles and reports com- 
ing to the profession through the medium of THE 
Journat. Then, too, during its annual convention, the 
A.O.A. offers to the profession a widely diversified 
program designed along postdoctoral lines and ar- 
ranged and directed so as to best serve the needs of the 
general physician. Organization within the A.O.A., 
established as it is in the form of departments and 
bureaus, accords education a place under the Depart- 
ment of Professional Affairs. Here, one finds the 
Bureau of Professional Education and Colleges, the 
Bureau of Hospitals, the Bureau of Research, the 
Office of Education, and the Council on Education— 
ample evidence of the interest of this Association in 
matters pertaining to education. 

The American Osteopathic Association establishes 
standards for education as applied to the colleges and 
the teaching hospitals, and it. requires adherence to 
these standards. The Association also inspects and ap- 
proves the colleges and the teaching hospitals ; further, 
it has set up standards for the accreditation of post- 
graduate training, and, along this line, it works in har- 
mony with the specialty colleges. And so it is that the 
osteopathic profession, through its parent organization, 
keeps its finger constantly on the pulse of education. 

During the past 2 years, the American Osteopathic 
Association has published structural diagrams,"? which 
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in themselves tell us of the plan of organization through 
which the A.O.A. conducts its work. As one examines 
these structural diagrams, it is inferred that changes 
may be taking place within the Association and its or- 
ganizational structure which may very well affect and 
involve the Department of Professional Affairs and the 
bureaus and committees functioning under that depart- 
ment. This, therefore, affects education—both predoc- 
toral and postdoctoral. 

In the 1955 diagram, the Office of Education occu- 
pied a line position. In the 1957 diagram, this office 
is placed under a committee assigned to the Bureau of 
Professional Education and Colleges; thus, the Office 
of Education now assumes a low position in structural 
charting. It is assumed that this is all a part of re- 
organization and planning, and it is further assumed 
that eventually the important Office of Education will 
be given a more logical and more commanding posi- 
tion, not only in the structural chart, but also in a 
functional capacity as a directive force in the affairs of 
education developed within the A.O.A. 

That this Association is proceeding so as to better 
serve the profession is indicated by the addition of 
new personnel and the assignment of such personnel to 
duties which are of a significant order. An example 
of this sort of action is the appointment of a full-time 
inspector of hospitals. This and other trends are to 
be regarded as good omens—as signs of progress. 

As one focuses attention upon the important po- 
sition education now occupies in our professional life, 
several questions come to mind. Would it be in keep- 
ing with good governance to consolidate and unify the 
Council on Education and the various bureaus now 
concerned with education, hospitals, and research, as 
presently established under the Department of Pro- 
fessional Affairs ? 

Would it not be to our best interests to have our 
educational affairs directed by the professional edu- 
cator ? 

Would not the professional educator, acting in 
concert with presidents and deans of the colleges, 
strengthen our “front line” of education? 


What better way could there be to bring the osteo- 
pathic colleges into proper relationship with all other 
institutions of higher education? What better way 
could there be to influence public opinion than through 
education and qualified educators? 

What little has been said in this brief inquisitive 
commentary might, by a stretch of the imagination, be 
regarded as tending toward the idealistic. If such an 
impression has been created, it should be corrected, 
since governance in education, when rightfully applied, 
should be, and is, realistic—it is so intended here. 
However, despite good governance and all that it 
offers, any well-designed and executed program of 
education may, at times, be rudely jolted, and its for- 
ward movement retarded, by forces arising from with- 
in or from without the profession. Not infrequently, 
these forces have their beginning as the result of igno- 
rance, misunderstanding, jealousy, or the desire for 
power and position. And it is quite common for them 
to be associated with political activities. Such forces, 
when generated and so directed, create an undesirable 
impact upon education, invariably producing results 
which are not to the best interests of the program of 
education and are therefore detrimental to those sup- 
porting the program, as well as those dependent upon 
it for education and their own professional advance- 
ment. 
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The American Osteopathic Association is a demo- 
cratic organization and, as such, engages itself in po- 
litical practices within its own boundaries. Such 
indulgences are common and are acceptable when con- 
fined to political contests for office, but almost surely 
these practices fail to be attractive, promising, or 
rewarding when permitted to invade the field of educa- 
tion, whether it be in the college, in the hospital, or in 
a professional society. Based on history and the past, 
there is no reason to believe that the oil of politics and 
the clear water of education can be mixed, blended, 
or rendered palatable. Therefore, let the lines of edu- 
cation and political activity be drawn and not trans- 
gressed, for if the latter is permitted and the lines 
crossed, education is quite apt to be undermined and 
weakened. Every effort should be made to keep educa- 
tion free and unshackled. 

We, as a profession, have made great progress, 
and down through the years we have kept step with 
science and education, largely due to the fact that the 
osteopathic profession has been fortunate in having 
within its ranks physicians who by inclination, desire, 
and conviction have stepped forward to lead this pro- 
fession in its ventures in education. 

These physicians have exerted great influence 
from time to time in the best interests of the profes- 
sion, some as founders of colleges, some as presidents, 
deans, and teachers, and some as authoritative writers; 
others have served in the field of research, in the field 
of education within the A.O.A., and in the development 
of hospitals. Still others have, by almost single-handed 
action, served to bring the colleges and the college- 
attached hospitals into position where they could func- 
tion as intended; and these same physicians have 
represented the colleges and hospitals in such a manner 
that this profession might be judged favorably when 
measured by the yardstick of education. 

I would indeed be remiss were I not to cite the 
names of some of these leaders in osteopathic educa- 
tion who have served so well in the past: Drs. Carl 
McConnell, Charles Teall, Dain L. Tasker, Charles 
Hazzard, O. J. Snyder, George M. Laughlin, Arthur 
M. Flack, Sr., Louisa Burns, Arthur Becker, George 
Conley, Virgil Halliday, E. O. Holden, L. van Horn 
Gerdine, Orel Martin, H. L. Collins. This list, compris- 
ing the names of but a few devoted physicians, has 
been read for the express purpose of calling to mind 
the tasks undertaken and the deeds performed by the 
many in the interest of osteopathic education. 

Those now serving the profession in education, 
and doing so with distinction, have before them many 
difficult tasks to perform, and many problems to be 
met and solved, if we are to accomplish the three 
objectives to which we are committed. It is to the 
educators that we must look for inspirational leader- 
ship and guidance, as the program of professional 
education continues to unfold. Let us then remember 
that a progressive educational program needs sound 
governance, implemented by able and qualified person- 
nel. Let us also remember that education must not be 
compromised, for it is through education itself that 
osteopathy will continue to grow and prosper, and our 
profession become secure and enduring. 
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I HE INVENTION, at the beginning of this cen- 
tury, of the string galvanometer by William Einthoven 
was one of the most important in a series of steps lead- 
ing to the development of the modern electrocardio- 
graph.? Since that time a vast fund of knowledge has 
been accumulated about the electrical activity of the 
heart in both its healthy and diseased state. Hand in 
hand with this burgeoning has gone a steady improve- 
ment in the electrocardiograph instrument itself and in 
the technics for employing it. 

At the same time that all of this was taking place, 
a parallel growth was occurring ; in the literature there 
began to appear—slowly and diffidently at first, and 
then in steadily increasing numbers—a scattering of 
observations relating electrocardiographic records to 
conditions other than heart disease. It is to these ob- 
servations that the attention of this paper is directed, 
and one of the immediate purposes is to collect, or- 
ganize, and present a brief summary of such observa- 
tions. This has been undertaken in the belief that such 
information is well-night indispensable to the cardiol- 
ogist in his interpretation of the electrocardiographic 
tracing in respect to establishing or disestablishing a 
diagnosis of heart disease. This is especially true in 
those cases in which the record is anomalous. In this 
connection, it should be emphasized that many of these 
electrocardiographic abnormalities in conditions other 
than heart disease closely simulate, or are identical 
with, electrocardiographic changes seen in organic 
heart disease. 

Varying estimates”* have been given as to the fre- 
quency of occurrence of abnormal electrocardiograms 
in the absence of organic heart disease. Fortunately 
for the purposes of this study, I was able to cull 15 
such cases from my own practice; reports and electro- 
cardiograms for these are included in this paper. 

By way of preparation for this study, a search 
was made of the literature listings from the present 
back to the early nineteen hundreds for all reports 
dealing with electrocardiographic abnormalities in con- 
ditions other than heart disease. Several hundred 
were found, and Table I was compiled from this pre- 
liminary perusal and from the material included in this 
report. 

*This thesis was submitted to the faculty of Philadelphia College 
of Osteopathy in partial fulfillment of the requirements for the degree 
of Master of Science, granted in June 1957. The thesis was presented 


as the Ralph Fischer Memorial Lecture at the meeting of the Eastern 
Study Conference, March 15, 1957, Philadelphia, Pennsylvania. 
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abnormalities in conditions other than heart disease* 


TABLE I—LISTING OF CONDITIONS (OTHER THAN HEART 
DISEASE) REPORTEDLY ASSOCIATED WITH ABNORMAL 
ELECTROCARDIOGRAPHIC EFFECTS 


acidosis 

alcoholism 

Addison’s disease 
alkalosis 

anemia 

angina, tobacco 
anoxia 

anxiety 

aortitis, syphilitic 
arachnidism 

arsine poisoning 
arthritis, rheumatoid 
artefacts 

asthenia, neurocirculatory 
asthma, bronchial 
avitaminosis 

bladder obstruction 
bronchiolitis 

calcium disorders 
carbon monoxide poisoning 
carotid sinus stimulation 
cholecystitis 
cholelithiasis 

cold (temperature) 
cor pulmonale 
cortisone medication 
cretinism 

dementia praecox 
diabetes 
diaphragmatic hernia 
diarrhea 

digitalis intoxication 
diphtheria 

duodenal disease 
dystrophy 

eating (postprandial) 
embolism, pulmonary 
emotional states 
emphysema 

epilepsy 

esophageal diverticulum 
exercise 

fear 
glomerulonephritis 
heat 

heat stroke 
hemodialysis 
hemorrhage (acute anemia) 
hepatitis 

hiccup 
hyperparathyroidism 
hyperpyrexia 
hypertension 
hyperventilation 
hypnosis 
hypoglycemia 
hypothyroidism 

ice water, ingestion of 
influenza 

iodine medication 


prostatic obstruction 


jaundice 
juvenile pattern, persistence of 
leukemia 

magnesium metabolism 
malaria 

malnutrition 

measles 

menopause 

migraine 

music 

myxedema 

nephritis 

nicotinic acid deficiency 
novocaine 

obesity 

pain (extracardiac) 
pancreatitis 

paralysis (familial periodic) 
parotitis 

paratyphoid fever 
pellagra 

penicillin allergy 
peptic ulcer 
periarteritis nodosa 
pericarditis 
phosphorus poisoning 
pneumonia 
poliomyelitis 
polyneuritis 

posture 

potassium disorders 
pregnancy 


respiratory movement 

rheumatic fever 

roentgen rays 

scarlet fever 

schizophrenia 

serum sickness 

shock, allergy 

shock, electric 

shock, insulin 

shock, metrazol 

sodium bicarbonate 
intoxication 

sodium metabolism 

syphilis 

surgery 

thiamine chloride deficiency 

tonsillitis 

trauma 

trichinosis 

tuberculosis, pulmonary 

typhoid fever 

typhus fever 

undulant fever 

uremia 

Weil’s disease 

wind 


119 


= 2 
mo- 
uch 
con- 
Ica- 
| 
ast, 
und 
‘a- 
th 
1e 
ig 
i 
: 
j 
aks 
= 


1933 : Wilson: Devised unipolar electrocardiogram 


1924 Einthoven: Awarded Nobel Prize 


Mackenzie and Lewis: Confirmed and extended Einthoven's work; 


research on arrhythmias 


Einthoven: Interpreted normal tracings 


1887 & Waller and Ludwig: Demonstrated measurable 
body currents associated 
with the heart beats (used 
the capillary electrometer) 


1856 @ Miller and von Kélliker: Demonstrated the 
presence of action 


currents in the heart 


1903 t Einthoven: Invented the string galvanometer 


1882 @ d'Arsonval: Produced the first moving- 


coil reflecting galvanometer 


1858 @ Thomson: Invented the reflecting 


galvanometer 


1837 | Pouillet: Invented the tangent 


and sine galvanometer 


1836 @ Sturgeon: Invented the moving-coil 


galvanometer 


1825 Nobili: Introduced the astatic needle 


1820 Schweigger: Invented the first 


practical galvanometer 


CHART I—THE HISTORICAL DEVELOPMENT OF ELECTROCARDIOGRAPHY 


The effects of both drugs and the indisputably 
“cardiotropic” diseases (such as rheumatic fever and 
hypertension) are not covered in this report, except 
perhaps in passing, on the grounds that (1) the ma- 
terial on such disorders is essentially foreign to the 
purpose of this study since they offer less likelihood 
of being mistakenly interpreted, and (2) the facts con- 
cerning such disorders are widely known and readily 
available.to those who might wish to study them fur- 
ther. Also, in order to concentrate on those cases most 
likely to be met by the average cardiologist, I have 
omitted some of the more rare and obscure diseases, 
for example, Weil’s disease.* 

A third class of omissions consists of those dis- 
eases and conditions which I have never encountered 
as a cause of electrocardiographic changes (such as 
poliomyelitis’). This is not to say, of course, that such 
changes do not occur, but only that, for one reason or 
another, I have not observed them. Their omission is 
on the grounds that any evaluation that I might make 
of them would be of relatively little value. Most of 
these conditions are, however, represented by at least 
one typical reference listing. 

The search of the literature disclosed four reports 
(Littmann,? Sensenbach,® Stein,’ and Walker’) cover- 
ing approximately the same ground as this study. Each 
of the four was, however, written from a somewhat 
different viewpoint, that of Sensenbach* (to whom I 
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have referred extensively throughout this report) be- 
ing the closest to that from which this study was un- 
dertaken. Some of the case material I present here 
may be viewed as corroborating the conclusions of Sen- 
senbach and the earlier authors he cites. 


History 


The development of the electrocardiograph waited 
upon two lines of forerunning discoveries. One line, 
the physiologic, led to the establishment of the exist- 
ence, in the body, of waves of electrical potential in- 
cited by the beating of the heart. Once this fact was 
established, further progress depended upon the second 
line of development, the devising of an instrument that 
could measure both easily and accurately the minute 
currents which are generated by the heart. (The mod- 
ern electrocardiograph is capable of measuring a cur- 
rent of less than ampere.) A _ schematized 
representation of this historical development*?® is 
depicted in Chart I. 

It appears that shortly after the rise of electrical 
knowledge a connection between electricity and nerve 
and muscle action was suspected. In 1840 Emil Du 
Bois-Reymond, a pupil of the German physiologist, 
Johannes Miller, was commissioned by the latter to 
investigate the matter. The first part of Du Bois-Rey- 
mond’s work was published in 1848 in a book entitled 
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Untersuchungen iiber thierische Electrizitat. To this 
investigator goes the credit for substantiating the idea 
that every muscle in its contraction generates an elec- 
tric current. 

In 1856 Miller and another of his brilliant pupils, 
Rudolf Albert von K6lliker, demonstrated this concept 
in regard to the contractions of the heart muscle. They 
held a fragile ‘“‘nerve-muscle preparation” of a frog’s 
leg against a beating heart and observed the electrically 
induced twitchings of the leg which occurred with 
every contraction of the ventricles of the heart. 

The last step along the physiologic line prepara- 
tory to the inception of the electrocardiograph was 
taken by the English physiologist, Augustus Désiré 
Waller (son of Augustus Volney Waller, also a phys- 
jologist, noted for his invention of the Wallerian 
method of identifying tracts of nerves), and Karl 
Friedrich Wilhelm Ludwig. These two men, in 1887, 
demonstrated that the potential differences developed 
by the action currents of the heart are conducted 
throughout the body, and that they can be detected 
and measured by suitable equipment. The measuring 
device employed was the Lippmann capillary electrom- 
eter. This consisted essentially of a capillary tube 
containing both mercury and weak sulfuric acid. The 
passage of a minute current through this apparatus 
changed the surface tension of the mercury in contact 
with the acid, thus causing the level of the mercury 
in the capillary tube to vary (rising or falling depend- 
ing upon the direction of passage of the current). 
These variations in the level of the mercury in the 
capillary tube were observed with a microscope pro- 
vided with an ocular micrometer or were projected 
and recorded photographically. While this device was 
sufficient at the time to demonstrate the presence of 
body currents resulting from the action currents of the 
heart, its use for measurement purposes required a 
tedious calibration procedure for each individual re- 
cording, thus rendering it impractical for electrocardi- 
ography. 

Meanwhile, by the time of Waller’s demonstration, 
the second precursive line of development shown on 
Chart I had produced a number of types of galvanom- 
eters. The first practical galvanometer was developed 
by Johann Schweigger in 1820, based upon Hans 
Oersted’s discovery that same year that a magnetized 
and pivoted needle is deflected by a current-carrying 
conductor. Five years later Leopoldo Nobili intro- 
duced the astatic needle system. This in essence con- 
sisted of two magnetized needles of opposite polarity 
mounted on the same axis. The effect is to decrease 
the interference from the earth’s magnetic field, and 
so increase the sensitivity of the instrument. The tan- 
gent and sine galvanometer was devised by Claude 
Pouillet in 1837, and it was in common use through 
much of the remainder of the nineteenth century. How- 
ever, in 1858 the highly sensitive reflecting type of 
galvanometer, one very similar to that in common 
laboratory use today, was produced by William Thom- 
son (later known as Lord Kelvin). This instrument, 
with a resistance of 6000 ohms and a periodic time 
of 20 seconds, had a sensitivity of 8000 mm. per mi- 
croampere at a distance of 1 meter. 

In the same year as Oersted’s discovery, André 
Ampére had found that a current-carrying conductor 
in a magnetic field would itself be deflected transversely 
across the field. Sixteen years later, in 1836, William 
Sturgeon utilized the principle to construct the first 
moving-coil galvanometer. In 1882 Arséne d’Arsonval 
combined the moving coil with the reflecting-type in- 
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. .. many electrocardiographic 
abnormalities in conditions other 
than heart disease closely 
simulate or are identical with 
electrocardiographic changes seen 


in organic heart disease 


dicator to produce the so-called d’Arsonval galvanom- 
eter movement. 

Writing about Einthoven’s contribution, Waller’® 
said: 
I remember with much interest a long conversation with Prof. 
Einthoven in 1898 in which he expounded to me his plans and 
calculations for the construction of a galvanometer that was 
to be far superior to the capillary electrometer for the demon- 
stration of these heart-currents, and the great pleasure it gave 
me five years later to see at work in the Leiden laboratory 
the beautiful instrument that was the result of his calculations. 

In its original form—and to the best of my knowledge 
Einthoven’s first model has not been surpassed or even equalled 
by any subsequent model—the “string,” weighing about one 
millionth of a gramme, can respond to the millionth of a mil- 
lionth of an ampere (10 amp.), and when its tension is suit- 
ably adjusted, records directly the human electrocardiogram 
with a magnification ten times that yielded by the electrometer, 
and with an accuracy of form that may be regarded as ap- 
proximately perfect. 


Einthoven first constructed and published a de- 
scription of the string galvanometer in 1903. Through 
the years he gradually improved the instrument. From 
1908 until 1913 he worked on the interpretations of 
normal tracings, as a foundation for better understand- 
ing of deviations. It was for this work (not for the 
invention of the string galvanometer) that he was 
awarded the Nobel Prize in 1924.1 He died in 1927. 

The beginnings made by Einthoven have been ex- 
tended by a great many men, among whom might be 
mentioned Sir James Mackenzie, Sir Thomas Lewis, 
C. C. Wolferth, F. C. Wood, and Frank N. Wilson. 
Changes in the design of the electrocardiograph have 
kept pace with improvements and innovations in tech- 
nic. Direct-writing instruments—such as one that uti- 
lizes a heated stylus to inscribe the record on a paraf- 
fined tape—have become increasingly popular because 
the tracing is immediately available for study. Multi- 
channel electrocardiographs are used today, and the 
resources of electronics have been placed at the dis- 
posal of the cardiologist through the utilization of 
cathode-ray tubes in vector analyses and other appli- 
cations. 

The development of norms, or standards of elec- 
trocardiographic values, was initiated by Lewis and 
Gilder™ in 1913 with the publishing of a paper on elec- 
trocardiographic studies made on 53 subjects. This 
work was furthered by Ferguson and O’Connell'® in 
1926 with a study of 1,812 subjects. During the last 
war, when millions of soldiers were examined, the op- 
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portunity was provided for studying thousands of 
electrocardiograms ; the result was a growing realiza- 
tion that a much greater degree of variability in “nor- 
mal electrocardiographic values” actually exists than 
had been suspected before, and that such a wide range 
of values is entirely compatible with what is now con- 
sidered to be the absence of organic heart disease. This 
realization continues to grow, and the material pre- 
sented in this paper is perhaps a small contribution to 
the newer and less rigorous standards which are emerg- 


ing. 


Artefacts 


Artefacts and errors of technic are the most ob- 
vious causes of electrocardiographic anomalies. They 
are of course most common with the inexperienced ; 
the experienced cardiologist is generally sufficiently 
familiar with the characteristic appearances of most of 
these mistakes that he can detect or certainly suspect 
them on the tracing. 

A case from my own practice well illustrates this 
point. Following a dietary indiscretion, a 24-year-old 
male student developed precordial pain, palpitation, 
nausea, and vomiting. Tracing A (Fig. 1) was taken 


: 


Fig. | 


by a general practitioner who was relatively inexperi- 
enced in electrocardiography. It shows deep Q waves, 
the absence of R waves, and inverted T waves in leads 
I, Il, and aVL. An initial diagnosis of acute coronary 
occlusion was made. The electrocardiogram was called 
to my attention, and I suspected that an error of tech- 
nic had been committed, namely, that the right- and 
left-arm leads had been reversed. Tracing B, taken a 
few hours later, was perfectly normal. 
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Some of the other more common artefacts (adapt- 
ed from Burch and Winsor") are: 

1. Movement of the patient, in which both the 
contracting of the patient’s muscles and the disturbing 
of the electrodes give a faulty tracing. 

2. Shifting of the isoelectric line owing to various 
causes, the most frequent of which is probably the in- 
duction of extraneous currents in the leads ; 

3. Loose contacts which cause sudden shifts in the 
base line ; 

4. Modulation by alternating current (detected 
by its regular 60-cycle-per-second periodicity), which, 
in addition to producing fibrillary deflections, may also 
produce notching and slurring ; 

5. Tremor, the irregular fibrillations of which 
show up in the base line and are distinguishable from 
alternating-current modulation by their lack of perio- 
dicity and lack of uniformity in amplitude ; and 

6. Overshooting (in instruments employing a 
string galvanometer), caused by a loose string. 

A somewhat rare artefact, but one mentioned in 
the literature, is that caused by hicupping, which pro- 
duces a discontinuous modulation of the base line.™ 

Walker’ mentions a few more artefacts. He 
points out that in some instruments the timing appa- 
ratus is prone to becoming inaccurate. This of course 
produces a disparity between the real and apparent 
duration of the complexes, and if not detected can well 
lead to a faulty diagnosis. A direct-writing instrument 
may cause a depression of the ST segment because 
of a lagging of its stylus. Walker also points out that 
faulty positioning of the electrode by as little as 2 cm. 
in some cases can lead to serious error in the interpre- 
tation of the tracing. The examination of children re- 
quires special care in this respect. Furthermore, where 
a small precordial electrode is employed so as to local- 
ize myocardial lesions more accurately, the use of too 
much electrode paste would in effect widen the point 
of the electrode and thus decrease its precision. 

More properly termed “errors of technic” than 
“artefacts” would be such mistakes as permitting the 
patient to drink ice water before a tracing is taken. 
(Wilson and Finch’s™ study on this topic in 1923 has 
practically become a classic, so frequently is it cited; 
Dowling and Hellerstein,’® in 1951, repeated these 
earlier experiments, but with certain amplifying modi- 
fications.) Along this same general line, numerous 
studies have been made on the effects of tobacco, 
various postures,'*** different temperatures,?* emo- 
tional states such as fear and anxiety,” et cetera,?*** 
and, while ordinarily these factors are too negligible 
to be taken into account, on occasion they may have 
significance. 


Electrolyte imbalance 


The chemistry of the electrolytes, particularly that 
of potassium, sodium, and calcium, is intimately con- 
nected with the depolarization and repolarization proc- 
esses of the heart.** It is known that upon depolariza- 
tion there is a shift in the ionic content of the cells of 
the myocardial fibers; potassium leaves the cells and 
sodium enters them. This process is reversed during 
repolarization. Any imbalance in the body’s normal 
electrolytic equilibrium immediately registers on this 
delicate bioelectric mechanism. 

Hypocalcemia, for instance, normally prolongs the 
electrical systole, evidenced on the electrocardiogram 
by a prolongation of the Q-T interval. The effect of 
hypercalcemia is still under dispute but Levine** has 
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suggested, on the basis of recent investigation, that here 
also the Q-T interval is lengthened as well as that of 
the QRS complex, and that a concomitant depression 
of the RS-T segment may occur. 

Figure 2 illustrates a case of electrolyte imbalance. 


The patient, a 44-year-old woman, developed severe 
nausea and vomiting following cholecystectomy and 
abdominal lipectomy. The preoperative tracing, A, is 
perfectly normal. B, taken postoperatively, when hypo- 
potassemia and hypochloremia had developed, shows a 
decrease in voltage and an alteration of the T waves 
in all leads. 

While electrolytic disorders of the serum content 
of the blood are recognized as a distinct clinical entity, 
this condition also serves as the vehicle, so to speak, 
whereby the manifestations of pathologic states in 
other parts of the body are transmitted to the electro- 
cardiographic tracing via, in this case, their secondary 
effect upon the heart. This is largely true of the whole 
body of renal dysfunctions. Levine®® has given such a 
clear and complete account of the electrocardiographic 
changes encountered in progressive potassemia which is 
secondary to kidney disorder that I quote: 


... in anuria from whatever cause, toxic accumulations of po- 
tassium may occur in the blood serum. By virtue of the ca- 
pacity of elevated serum potassium level to paralyze the heart, 
this change may be a fatal complication of renal disease. This 
development may be foreshadowed by taking frequent electro- 
cardiograms in anuric patients, thus providing the signal for 
timely and appropriate therapy. The earliest change is the de- 
velopment of tall, pointed and narrow T waves. Later the Q-T 
interval, the QRS interval and P-R interval become prolonged. 
At the same time the P waves become smaller, the R waves 
decrease, the S waves increase in magnitude and RS-T seg- 
ments become depressed. Eventually the RS-T segment forms 
an almost continuous line from the nadir of the S wave to the 
apex of the T wave and the P waves become unrecognizable. 
With further accumulations of potassium the rhythm may be- 
come grossly irregular and, on further disintegration of the 
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ventricular complex, the electrocardiogram may show the base- 
line to form a continuous sine wave. Ectopic rhythms such as 
ventricular tachycardia may develop at this time. The terminal 
mechanism in these cases may be ventricular standstill or ven- 
tricular fibrillation. Although the intraventricular block de- 
veloping in these cases is generally a diffuse affair, affecting the 
ventricular myocardium and specialized tissues alike, in a few 
cases bundle branch block has been recorded. Some degree of 
elevation of the serum potassium level above the normal value 
of 4 to 5 milliequivalents per liter is generally necessary before 
any of these changes develop, but the parallelism between elec- 
trocardiographic appearance and the serum potassium level is 
only approximate. 


Both the serum sodium and calcium levels display a 
similar mechanism, although neither of these, particu- 
larly the latter, is as well studied or understood as potas- 
sium. They play major roles in the mechanisms of dia- 
betic acidosis and Addison’s disease. 

Numerous cases evidencing this phenomenon of 
electrolyte imbalance as occurring secondarily to some 
other disorder are contained in the literature. Gibbs, 
Hejtmancik, and Wiese** have given an analysis of the 
electrocardiographic changes in relation to the serum 
electrolytes of 48 patients with infantile diarrhea. 

A dissident note was struck by Quinn, Bass, and 
Kleeman,*" who reported the effect of ambient tempera- 
ture upon the serum potassium level but found no cor- 
relation between the measured concentrations of potas- 
sium and the electrocardiographic changes. 


Renal disorders 


The primary mechanism linking renal dysfunction 
to the electrocardiograph, by way of potassium reten- 
tion and uremia, has been set forth briefly in the pre- 
ceding section. One of the most striking facts about 
renal disease from the cardiologic viewpoint is the high 
percentage of cases which result in cardiac involve- 
ment.**-#° LaDue and Ashman‘? reported that Good- 
hart in 1789 noted the frequent connection between 
cardiac enlargement and acute glomerulonephritis. In 
their survey of the literature pertaining to this disease, 
LaDue and Ashman reported figures ranging from 17 
to 71 per cent for the occurrence.of congestive heart 
failure as a result of acute glomerulonephritis ; the per- 
centages of electrocardiographic abnormalities encoun- 
tered in conjunction with this disease ranged from 60 
to 100 in various studies. Thus the fact that many 
more cases present electrocardiographic changes than 
result in actual cardiac involvement is clearly implied. 
Sensenbach® also confirms the fact that a high per- 
centage of such cases present electrocardiographic 
changes without the establishment of organic heart dis- 
ease. The changes consist primarily of modification of 
the T waves, from lowered amplitude to inversion, and 
sometimes depression of the ST segments. 

Figure 3 shows two sets of tracings, the first (A) 
taken at the hospital admission of a 13-year-old boy 
whose symptoms were fever, fatigue, swelling of the 
face and hands, and shortness of breath. Clinical and 
laboratory findings were typical of acute glomerulo- 
nephritis. The tracing shows the alteration of the T 
waves in all leads. Tracing B was taken 2 days later, 
after the edema had cleared ; the return of the T waves 
to their normal, upright position can be clearly seen. 

In a series of cases of acute hemorrhagic nephritis 
reported by Williams,*? electrocardiographic changes in 
10 out of 15 cases consisted chiefly in flattening and 
inversion of the T waves in one or more leads, includ- 
ing the precordial lead. There was no correlation to be 
found between these changes and organic heart disease. 
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Digestive disorders 


Disorders of the digestive tract, particularly in 
those organs located in the upper abdomen, frequently 
give rise to changes in the electrocardiographic tracing 
similar to those seen in organic heart disease. The or- 
gans particularly liable to this type of involvement are 
the gallbladder, the liver, the pancreas, and the duo- 
denum. Numerous cases are to be found in the litera- 
ture.“ 

From my own practice, one case of cholecystitis and 
one of cholelithiasis are presented here; furthermore, 
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a case of esophageal diverticulum and diaphrag- 
matic hernia, to which I have found no similar refer- 
ence in the literature, occurred in my practice. An elec- 
trocardiographic tracing of this last-mentioned case is 
shown in Figure 4. The patient was a 58-year-old wom- 
an who had complained of pain in the left thorax and 
the upper left abdomen. Examination revealed no signs 
of organic heart disease. The diverticulum of the 
esophagus and a direct hiatus hernia were disclosed by 
x-rays. Figure 4 shows a sinus bradycardia (rate 50), 
a slight slurring of the QRS complex, and a flattening 
of the T waves in leads V; and Vg. 

The case of acute cholecystitis occurred in a 33- 
year-old man with presenting symptoms of substernal 
pain, nausea, and vomiting. Examination revealed 
fever, leukocytosis, marked right-upper-quadrant sensi- 
tivity, and a slight jaundice. There were no objective 
signs of heart disease. Following the patient’s recovery, 
radiographic examination disclosed nonvisualization of 
the gallbladder and duodenal irritability. The electro- 
cardiogram shown in Figure 5 reveals a sinus brady- 
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cardia (rate 60) and flattened T waves in leads II, 
aVF, Va, Vs; and Ve. 

The case of acute cholelithiasis, the electrocardio- 
gram of which is shown in Figure 6, occurred in a 39- 
year-old man whose complaints were a severe pain in 
the upper right quadrant and in the precordium. There 
were no objective signs of organic heart disease. Radio- 


* graphic examination disclosed multiple calculi in the 


gallbladder. This patient’s electrocardiographic tracing 
(Fig. 6) clearly shows diphasic T waves in lead I and 
flattened T waves in leads V; and V,. 

Breitwieser*’ reported on preoperative and postop- 
erative electrocardiograms in one case of cholelithiasis 
and 17 of cholecystitis ; all of the preoperative tracings 
were abnormal. Following gallbladder surgery 50 per 
cent of the cases (including those with cardiac symp- 
toms as well as those without) showed a return of the 
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T waves toward normal, It is that author’s conclusion 
that T-wave changes alone—that is, in the absence of 
other indications of severe heart disease—should not 
be considered a contraindication to operation in cases 
of chronic cholecystitis. 

Hodge and Messer** also reported electrocardio- 
graphic disturbances in rate, rhythm, and T-wave con- 
figuration in cases of biliary tract disease. 

In a study of 11 cases of infectious hepatitis which 
occurred during an epidemic, Dehn, Feil, and Rinder- 
knecht*® reported that in 9 cases a depression of the T 
waves was discernible. ; 

In connection with these disorders of the digestive 
tract, it may be recalled that electrocardiographic 
changes occurred in 48 patients suffering from infantile 
diarrhea cited (Gibbs, Hejmancik, and Wiese**) in the 
section of this report on electrolyte imbalance ; in those 
cases the mechanism whereby the electrocardiograph 
was affected was essentially operative through dehydra- 
tion and changes in the serum potassium level. 

Both bleeding and ruptured peptic ulcer, as well as 
acute pancreatitis, have been listed by Sensenbach® as 
giving rise to electrocardiographic changes similar to 
those occurring in the presence of myocardial disease. 


(To be concluded in the November JourNnaAt) 
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TOTAL 
BREECH 
EX TRACTION® 


CHARLES K. NORTON, D.O. 
Royal Oak, Michigan 


A, INFANT PRESENTING by breech may be 
delivered vaginally in one of three ways: (1) by spon- 
taneous delivery, in which the expulsive efforts of the 
mother assist the uterine contractions, and the obstetri- 
cian merely supports the baby as it is delivered ; (2) by 
assisted breech delivery, in which the uterine contrac- 
tions and voluntary expulsive efforts of the mother 
deliver the breech past the vaginal introitus and the ob- 
stetrician assists in the remainder of the delivery, in- 
cluding disengagement of the legs if necessary and 
delivery of the shoulders and head; and (3) by total 
breech extraction, in which the obstetrician invades the 
vagina or uterine cavity, decomposes and brings down 
the legs, and actively controls the entire delivery of the 
infant. 

Assisted breech delivery is advocated as the pro- 
cedure of choice in the management of breech presenta- 
tion by most of those writing on the subject. As a rare 
exception, and only in selected cases is total breech ex- 
traction recommended. This is interesting in view of 
the fact that all cases presenting by breech during the 
past 10 years at Detroit Osteopathic Hospital have been 
managed by total breech extraction, except for a few 
rapid spontaneous deliveries. During this 10-year pe- 
riod there was a total of 38,256 deliveries, and with the 
usual incidence of 4 per cent, approximately 1,500 in- 
fants presented by breech. Matthews, Miller, and De- 
litzsch? reported in 1954 on 300 cases managed by total 
breech extraction with an incidence of 1.04 per cent 
corrected fetal mortality, a statistic which has been rela- 
tively constant throughout the 10-year period. This 
compares favorably with the 1.7 per cent fetal mortality 
reported by Dieckman and Harrod? in 1955 from the 
Chicago Lying-In Hospital. 

There are several reasons for the adoption by the 
Detroit Osteopathic Hospital of total breech extraction 
as the procedure of choice in the management of breech 
presentation. One reason is the strong belief that this 
is the ideal method of delivering a breech, a conviction 
shared by all the senior members of the department. A 
second reason is that almost all patients at this hospital 
are delivered under conduction analgesia, namely, lum- 
bar epidural, caudal, or saddle block. Since the volun- 
tary expulsive efforts of a mother under conduction 

*Presented at the Annual Meeting of the American College of Os- 
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analgesia are negligible, total breech extraction becomes 
almost necessary.* Third, the technic advocated in this 
paper is so simple that in many instances a breech pres- 
entation is a lesser problem in the delivery room than 
cephalic presentation. 

We at Detroit Osteopathic Hospital feel that there 
is a need for the presentation of a definite technic for 
total breech extraction. Perusal of the literature leads 
to a state of confusion. One text advocates delivering 
the arms anteriorly, another posteriorly; one says not 
to twist the infant, while another says to do so; one 
says to deliver the aftercoming head by the Mauriceau- 
Smellie-Veit or Prague maneuver, another by the Ol- 
sus-Wiegand-Martin maneuver, another by Piper for- 
ceps, and another by any type of forceps; and so on. 
The description of the technic we employ will be defi- 
nite to the point of being dogmatic, partly because ex- 
perience has proved it to be an efficient procedure and 
partly for reasons of simplification. 


General considerations 


Breech presentation may be classified? as single 
(frank, with legs extended and thighs flexed) or double 
(full, complete, foot, knee) with legs and thighs flexed. 

During the past few years it has been our expe- 
rience that the preferable type of conduction analgesia 
for total breech extraction is either continuous caudal 
or continuous lumbar epidural.** When saddle block 
is used, the uterus seems to remain more tonic. As a 
result the extraction of the legs is more difficult and the 
danger of uterine rupture is increased. 

Not all patients are good candidates for total 
breech extraction, and in the following instances elec- 
tive cesarean section may be the procedure of choice: 

1. A patient with a poor obstetrical history, partic- 
ularly one who has previously lost an infant through 
breech delivery. Also in this group are patients who 
have been a fertility problem, those in the late period 
of productivity, and those having a borderline pelvis. 

2. A patient with a history of a previous cesarean 
section. 

3. A patient with an overlarge baby. Occasionally 
a patient is seen whose infant is much larger than any 
she has previously delivered. These patients, as well as 
all primiparas, should have the benefit of x-ray pelvime- 
try and careful clinical evaluation before total breech 
extraction is attempted. 

4. A patient with a small pelvis. An obstetrician is 
foolhardy to attempt a total breech extraction in a pa- 
tient with a small pelvis as evaluated by x-ray pelvime- 
try. A test of labor has no place in breech presentation 
because the size of the aftercoming unmolded head is 
always an indefinite factor, even with the most careful 
x-ray evaluation. 

5. A primapara who is 35 years of age or over. 
Before total breech extraction is performed on an older 
patient in her first full-term pregnancy, careful clinical 
and x-ray evaluation must be made of the pelvis and 
size of the baby, and labor must be smooth and un- 
eventful. The social value of the infant is of great 
importance for this kind of patient, as well as for the 
habitual aborter or the patient with a poor obstetrical 
history, as the number of future pregnancies may be 
limited for all of them. Present day cesarean section 
has a large margin of safety for both mother and in- 
fant, and conditions must be absolutely ideal before 
total breech extraction is performed on this special 
category of patients. 
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Certain criteria must be met before total breech 
extraction is attempted : 

1. Clinical and x-ray evaluation of all primipara 
should be made to rule out borderline or contracted 
pelves as well as the presence of an overlarge baby. 

2. The rectum should be emptied by enema in the 
first stage of labor and the bladder by catherization just 
prior to delivery. 

3. The course of labor should be uneventful and 
not duly prolonged. It has been our observation over 
the years that the use of Pitocin in breech presentation 
to stimulate desultory uterine contractions or to over- 
come arrested progress in labor may often lead to the 
development of such complications as nuchal arms and 
Bandl’s constriction ring; therefore, it is seldom justi- 
fied. The uterine cervix must be completely effaced, 
dilated, and retracted. In single breech presentation this 
is usually not a problem, except in prematures. In dou- 
ble breech presentation the cervix must be completely 
dilated—at least for all practical purposes—because the 
presenting part is frequently a foot, both feet, or a 
knee, all of which are obviously too small to be good 
dilating mechanisms. To determine properly if the pa- 


tient is ready for delivery, a vaginal examination must ° 


be performed prior to extraction. Careful palpation of 
the softness and stretchability of the cervix by placing 
a hand between the presenting parts and cervix will 
determine if it is completely dilated. 

6. The perineum should be relaxed by gentle digi- 
tal stretching, an “ironing-out” procedure, and a liberal 
mediolateral episiotomy performed. The concomitant 
relaxation of the perineum that accompanies conduction 
analgesia places less importance on this “ironing-out” 
procedure, but episiotomy is still necessary in almost 
every case. The episiotomy may be performed before 
extraction of the legs or after delivery of the legs and 
hips. It should never be delayed until just before de- 
livery of the aftercoming head, because of difficulty in 
execution and danger of injury to the infant’s face. 


Technic 


1. Delivery of the legs—All the prerequisites for 
extraction having been met, position is determined by 
vaginal examination. To decompose the breech and ex- 
tract a leg in single breech, the hand to be introduced 
into the uterus is the one whose palm faces the baby’s 
abdomen ; for instance, in the left sacroanterior position, 
the left hand is used. The well-lubricated extracting 
hand slides along the upper leg of the infant between 
uterine contractions until the popliteal space is encoun- 
tered. In a modified Pinard maneuver, the thumb is 
placed in the popliteal space, and the fingers of the ex- 
tracting hand are placed over the distal portion of the 
upper leg. The knee is flexed, using the thumb as the 
fulcrum (Fig. 1). After the leg is flexed, the index and 
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middle fingers slide down the leg grasping the baby’s 
ankle between them, and the ankle is held firmly in this 
way as the leg is delivered. Both legs may be delivered 
in this manner. If, as I prefer, only one leg is deliv- 
ered, it must always be the anterior leg. A gauze sponge 
is then placed around the ankle or ankles and traction 
is applied in the direction of the long axis of the birth 
canal, that is, in a plane slightly below the horizontal if 
the patient is flat on her back in lithotomy position. The 
ankles are used as points of application of the traction 
force (Fig. 2) because in that way three joints dis- 


Fig. 2 


tribute the force of the pull: the ankle, the knee, and 
the hip. The legs and hips are brought down in a verti- 
cal plane until the breech is past the vaginal introitus, 
and the cord is lengthened to make sure it is free; the 
next step in the extraction is the delivery of the 
shoulders. 

I prefer to extract only the anterior leg, leaving the 
posterior leg in place flexed against the baby’s body un- 
til after the buttocks are delivered past the mother’s 
perineum. At that point, the hand whose palm faces 
the infant’s back (Fig. 3) is used to splint the femur 


of the lower leg. The knee is swung toward the infant’s 
back, which flexes the lower leg on the thigh and ac- 
complishes delivery of the leg. If a uterine contraction 
occurs during the extraction of the legs and while the 
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operator’s hand is inside the uterus, he should imme- 
diately stop his manipulation and wait until the uterine 
contraction has ceased; otherwise, there is danger of 
rupturing the uterus. 

2. Delivery of the shoulders—After the baby has 
been delivered past the buttocks, which are still in a 
vertical plane, both ankles are grasped using gauze 
sponges around the ankles to insure a better purchase. 
The upper leg is rotated anteriorly and down, in rela- 
tion to the infant’s abdomen, and at the same time trac- 
tion is applied continuing in the direction of the long 
axis of the birth canal (Fig. 4). This brings the poste- 


AY. 


Fig. 4 


rior arm to the anterior portion of the vaginal introitus. 
Downward traction is continued until the scapula ap- 
pears anteriorly. The arm is delivered by sweeping it 
across the chest and moving it toward the infant’s 
back (Fig. 5). 

The ankles are again grasped and the baby rotated 
180 degrees in the opposite direction (Fig. 6), traction 
being maintained as before. The second arm is deliv- 
ered anteriorly (Fig. 7) in the same manner as was the 
first arm. For example: If the presentation is left 
sacroanterior, left sacrotransverse, or left sacroposte- 
rior, with traction being maintained in the direction of 
the long axis of the birth canal, the legs are rotated in 
a counterclockwise direction to bring the posterior arm 
to the anterior segment of the vaginal introitus, where 
it is delivered as described. After the first arm is free, 
traction still being maintained, the legs are rotated 180 
degrees in a clockwise direction to bring the second arm 
to an anterior position where it is delivered. 

An advantage of total breech extraction is that it 
is a controlled delivery and has a decreased incidence 
of the complication of nuchal arms. Should a nuchal 
arm occur, the obstetrician must follow the logical ma- 
neuver of rotating the baby in a direction so that the 
arm behind the neck is moved toward the front, and 
the impinged arm is then swept down over the chest. 

This maneuver of combined rotation and traction 
has been described by Matthews, Miller, and Delitzch’ 
as a screw mechanism. The birth canal may be vis- 
ualized as a cylindrical tube with two protuberances 


128 


/ 
f 


A 


SAS Wot \ 
Fig. 5 


Fig. 7 


extending posteriorly into the lumen of the canal, rep- 
resenting the sacral promontory and the sacrococcygeal 
articulation. Located between these posterior protuber- 
ances is an anterior protuberance, the pubis. The ob- 
ject to be passed through this canal may be visualized 
in the shape of a cross; the width of the cross bar, 
equal in dimension to the diameter of the canal, repre- 
sents the infant’s shoulders. It is obviously impossible 
to pass this object through the tube by straight traction. 
However, if a screwlike rotation accompanies the trac- 
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tion, passage is easily accomplished (Figs. 8-11). Such 
is the mechanism employed in extraction of the infant’s 
shoulders in breech delivery. Rotation is always in the 
direction that will tend to prevent a nuchal position of 
the arm to be delivered and will keep the occiput in an 
anterior position. Traction combined with rotation per- 
mits the shoulders to be moved past the three projections. 

The next step is the delivery of the aftercoming 
head. 

3. Delivery of the aftercoming head.—I prefer to 
deliver the aftercoming head with Piper forceps in all 
cases. Control of the delivery of the head is then main- 
tained every instant, eliminating the sudden popping of 
the head out of the vaginal introitus that sometimes 
UFTscher occurs when forceps are not employed. 

Delay at the outlet is unusual. The operator’s as- 
sistant should support the baby, holding the arms up 
and out of the way. Piper forceps are easy to apply; 
the only difference from the ordinary application of 
forceps in a cephalic delivery is in the direction of in- 
troduction of the blades. They are most readily intro- 
duced from an angle below the mother’s buttocks, which 
makes it necessary for the operator to squat and at 
times almost drop to his knees (Fig. 12). Once the for- 
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Fig 10 


ceps are applied, gentle traction and flexion are em- 
ployed, while blood and fluid are carefully sponged 
away from the vaginal floor next to the baby’s mouth. 
As soon as the mouth appears, any mucus and blood 
must be cleaned and aspirated from it. Should diffi- 
culty be encountered in bringing out the head, Diek- 
mann’s maneuver, which consists of a combination of 
traction with the forceps and suprapubic pressure, may 
be employed.” 

* Should the uterine cervix clamp down on the after- 
coming head, preventing delivery of the head and the 
application of Piper forceps, Duhrssen’s incisions may 
have to be made at 2, 6, and 10 o’clock. This compli- 
IF Ther cation is most apt to occur in a double breech, particu- 
larly a footling, a situation in which it is most difficult 
Fig. 11 to evaluate complete cervical dilation prior to delivery. 
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Summary 


Total breech extraction has been discussed. Al- 
though the choice of the procedure may seem radical in 
the light of the literature, textbook and periodical, I be- 
lieve it to be the ideal way to manage breech presen- 
tation. 

The technic of total breech extraction has been pre- 
sented in three steps: decomposition and exfraction of 
the legs, extraction of the shoulders, and delivery of the 


aftercoming head. 
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[ \ TOPIC DERMATITIS is considered to be 
mainly the manifestation of an allergic reaction of the 
body.? The antigen-antibody combination resulting in 
the atopic reaction is thought to take place in inti- 
mate relation to cellular surfaces. It is postulated that 
the antibody is strongly fixed to the tissues, and that 
the excess circulates in the blood stream. When the 
antigen, which may enter by various means such as in- 
halation or ingestion, combines with the tissue-fixed 
antibody, a substance is released which causes clinical 
symptoms. These symptoms eventually evolve into 
pruritic lichenification, which, in both the exudative 
and nonexudative types, has a predilection for the folds 
of the joints, especially of the arms and legs. 

This paper is concerned with these areas of pre- 
dilection and the underlying determinative factors. The 
purpose of this study is to review the pertinent litera- 
ture to ascertain whether there is a relationship be- 
tween the pH of the skin and the development of atopic 
dermatitis in the aforementioned areas of predilection. 

By definition, the symbol pH is used to express 
the measure of alkalinity or acidity in gram molecules 
per liter of solution; thus, studies referring to “pH of 
the skin,” “pH of the keratin,” or “pH of the skin at 
different layers” are usually concerned with the pH of 
the aqueous solution which bathes the cells of these 
tissues. The term “skin pH” will be limited to this 
meaning in this paper. 
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Instruments for measurement 


In most of the early research the pH of the skin 
was determined by the indicator method,? which, al- 
though still in use to some extent, has proved to be 
relatively inaccurate and insensitive to slight variations 
in pH over small areas. In recent years the pH of the 
skin has been determined largely by means of the po- 
tentiometer, which not only is more accurate but also 
makes possible direct readings, thereby facilitating ex- 
perimentation by saving much time and labor.* 

Modern pH meters have been designed in ac- 
cordance with a variety of specific functions. In gen- 
eral, they differ according to pH range, portability, 
and power source. The power source can be either 
alternating current or battery supply. Battery operated 
instruments are generally more expensive; however, 
their portability is a valuable asset. 

The electrodes used with these instruments vary 
in design according to their specific use. Generally, 
it is possible to select surface electrodes with sufficiently 
large areas of sensitivity and of a size suitable for the 
particular area to be explored. Needle-type electrodes 
have the severe disadvantage of having dull ends which 
are not designed for penetrating the surface of the skin 
and are not pH sensitive at the tips. Only the sides 
of the needle electrodes are pH sensitive, and accurate 
readings can be obtained only when a minimum of 3 
mm. of the needle is in firm contact with the tissue to 
be tested. Moreover, the very high resistance in the 
circuit adds to the difficulty of obtaining accurate read- 
ings when present needle electrodes are used. A needle 
electrode which is pH sensitive at the tip and designed 
to penetrate the surface of the skin would greatly fa- 
cilitate measurement of the pH of normal skin at 
various depths. 


Physiologic norms 


Irrespective of age, sex, and probably race, the 
normal unbroken surface of the skin is acid. Surface 
acidity is maintained as long as the keratin layer re- 
mains intact.° The deeper the layer of skin, the less 
acid it is.° It was observed by Anderson’ and other 
investigators *-° that the surface of the skin has a buf- 
fer action; thus, with the application of alkalis to the 
normal skin, alkalinity decreases as the buffering action 
occurs and the pH is reduced to a stable level. Most 
of the literature pertaining to pH of the skin refers 
to the relative acidity and alkalinity of certain areas. 
Although it is frequently mentioned that the skin “be- 
comes more alkaline,” the alkaline point is rarely 
reached. Such statements should be interpreted in 
terms of relative degrees of acidity; that is, statements 
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that the surface of the skin “becomes more alkaline” 
usually mean that it has become less acid. 

Despite the fact that instruments for measuring 
the pH of the skin have been greatly improved in re- 
cent years, some doubt exists concerning the actual 
degree of acidity of the various surface areas of the 
body. Investigators have reported a variety of results ; 
however, they are reasonably consistent in defining 
the areas where the pH of the skin differs from ad- 
jacent areas. Blank’® reported that in normal adults 
the pH of the exposed skin ranges from 4.0 to 7.0, 
with most of the readings being between 4.2 and 5.6. 
He noted that the extensor surfaces of the arm are 
slightly less acid than the corresponding flexor sur- 
faces, and that the antecubital region is one of the 
most acid areas of the body. The mean pH in the 
antecubital region was 4.37 for males, and 4.80 for 
females. He observed also that the pH varied more 
among females than among males. 

In another study Blank ™ measured the pH of the 
skin of children who had no apparent lesions of the 
skin. His conclusions were: 

1. In normal children the pH of the skin varied 
from 4.0 to 7.0, with most of the readings ranging 
from 4.2 to 6.0. 

2. There was a wider range in the pH readings 
for girls than for boys. 

3. The mean pH was from 0.2 to 0.3 greater for 
the girls than for the boys. 

4. The antecubital region was the most acid area 
of the arm. : 

5. Compared with similar data for adults, the pH 
of the skin of boys varied more from individual to 
individual than in adult males. The means for the 
various areas showed that the pH of the skin of male 
adults was lower than that of boys under the age of 
puberty. The mean pH of the skin of female adults 
was almost identical with that of the girls. 

Draize” observed the pH of the skin of Negroes 
was higher than that of Caucasians and significantly 
higher for Negro males, whose mean pH was 5.21, 
as compared with 4.85 for white males. 

Herrmann and his co-workers? conducted a study 
on the acidity of the skin of healthy children and of 
children with skin infections. In all of the children 
whom they examined, the pH was considerably higher 
in the skin of the axillae and between the toes; more- 
over, the pH of the axillary region increased with age 
until adolescence, at which time a steady level was at- 
tained. Their findings generally indicated a lower 
mean pH than those recorded by Blank.” 


Factors in increased pH 


The fact that the pH of the skin between the toes 
and in the axillae was higher during the early years 
of life was thought by Herrmann and his co-workers? 
to be the result of imnaired evaporation of sweat. Like- 
wise, the rise in pH in the axillae was said to be re- 
lated to the development and function of the apocrine 
glands during puberty. 

In this same study? pH measurements on children 
with microsporon infection of the scalp were reported. 
These data indicate that the pH in the infected areas 
of the scalp and even in uninfected areas was higher 
than in noninfected children. Although the pH de- 
terminations for the infected children were lower after 
elimination of the microsporon infection, the differ- 
ences were too small for the investigators to determine 
whether or not a change in pH was a predisposing 
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factor. However, these findings are in agreement with 
general observations that there is a relationship be- 
tween infection of the skin and pH. 

Goldsmith and Hellier™® stated that any mechanical 
injury to the skin increased the pH, since the deeper 
layers thus exposed are less acid than the outer layer. 
It was commonly observed that acidity diminished 
where the skin had been damaged by eczematous con- 
ditions. However, Bernstein and Herrmann’ noted 
that acidity also decreased in apparently unaffected 
skin remote from the area of infection. 

Anderson* and Sulzberger and his associates’ as- 
serted that children with various types of dermatoses 
had higher pH readings, which they related to a 
marked decrease in the secretion of the apocrine glands 
or to an obstruction of the apocrine ducts, with the 
autogenous sweat produced by the secreting acini being 
forced into the tissues. In comparative determinations 
of the pH of normal skin and that afflicted with der- 
matitis, Schmid’ noted definitely higher readings asso- 
ciated with generalized eczema and seborrheic derma- 
titis. He also observed that in patients suffering from 
eczema caused by alkali, the alkali neutralizing power 
of the skin was markedly reduced. 

A slight difference of opinion with reference to 
changes of pH with age was presented by Arbenz," 
who asserted that there is no significant change in pH 
from infancy to old age. His findings showed that in 
the areas with apocrine glands, particularly in the 
axillae, there was a definite correlation between the pH 
readings and the development of the secondary sex 
characteristics. He reported a higher pH at puberty, 
even to the extent of a slightly alkaline value, than for 
the same region before puberty. 

Anderson* conducted an extensive study into the 
problem associated with the acid-base balance of the 
skin, and her results are particularly interesting in that 
they differ from those reported by Blank and others. 
While previous studies reported that the extensor sur- 
faces of the arms were slightly more alkaline than the 
corresponding flexor surfaces, Anderson asserted that 
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the flexor surfaces generally showed the highest pH 
readings and that the antecubital area was one of the 
least acid areas of the body. Nevertheless, she sup- 
ported the conclusions of the other investigators that 
there is a typical pattern for pH readings over the 
surface of the body, and that in eczematous conditions 
these readings increase. 


Clinical significance 

The nature of the relationship between pH and 
atopic dermatitis has not yet been fully explored. The 
consistent findings of higher pH readings in skin af- 
fected with eczema and other dermatoses indicate 
that changes in hydrogen-ion concentration may be re- 
lated to a break in the keratin layer of the skin and 
subsequent exudation of plasma from the deeper lay- 
ers. Anderson® drew attention to evidence that an al- 
kaline condition results in a coagulation of colloids of 
the keratin layer, which has the effect of reducing their 
stability as well as reducing the skin’s resistance to 
infection. In addition, the atopic condition leads to 
edema of the dermis and epidermis, which in turn pro- 
duces changes in the hydrogen-ion concentration, there- 
by lowering the resistance of the keratin layer to bac- 
terial infection. 

These studies suggest that the pH of the skin 
plays an important role in maintaining the skin’s integ- 
rity as a defense mechanism of the body. That pH is 
involved in tissue breakdown under certain circum- 
stances is suggested diagrammatically in Figure 1. The 
use of the pH reading as an effective index to the care 
of the skin in health and disease awaits the develop- 
ment of more precise instrumentation. Subsequent in- 
vestigations should be directed toward elucidation of 
the mechanisms underlying the factors affecting the 
homeostatic chemical processes in the metabolism of 
the skin. 
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i HERE IS PROBABLY no medical entity which 
taxes the ingenuity of so many specialists as does the 
treatment of severe burns. Vitally concerned in the 
total care of the patient are the surgeon, internist, 
pathologist, urologist, anesthesiologist, radiologist, pedi- 
atrician, and, most recently, the physiatrist. The in- 
crease in the number of severe burns in recent years, 
together with the threat of atomic weapons and the 
thermal injuries associated with their use, has necessi- 
tated improvements in treatment. As a result of im- 
proved therapy, the survival rate has increased marked- 
ly. Modern concepts of fluid and electrolyte balance and 
antibiotics make it possible for even the most severely 
burned patient to survive and return to society. 

The role of the physiatrist has become of prime 
importance, and for its performance he must not only 
be skilled in his own specialty, but he must also have 
a good understanding of related fields. Only in this way 
can he correlate his work with that of other consultants. 

The physiatrist has as his goal the total rehabilita- 
tion of the patient. This is accomplished by preventing 
contractures, promoting healing through increasing cir- 
culation, establishing and maintaining motion in joints, 
maintaining morale, and using psychotherapy, occupa- 
tional therapy, and social therapy to assist the return 
of the patient to a useful place in society. How this is 
to be accomplished and how the physiatrist integrates 
his efforts with those of other specialists in the total 
care of the patient will be discussed in this paper. 

The treatment of severe burns may be divided into 
three stages: the emergency stage, concerned with pre- 
serving the life of the patient; the definitive stage, 
which is the actual treatment of the burns, including 
grafting procedures ; and the reconstructive or rehabili- 
tative stage, involving the treatment of residual disabili- 
ties. It is in the latter two stages that the physiatrist 
finds his most important assignment. 


Emergency stage 


The emergency treatment of burns is largely sup- 
portive in nature. Pain is usually severe and shock is 
common. Fluid losses and electrolyte imbalances are 


*From the Department of Physical Medicine and Rehabilitation, Los 
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the most important considerations during this stage. 
The danger of lower nephron nephrosis and uremia 
is present and must be considered. If the closed method 
of treatment is utilized, dressings must be carefully 
watched to be certain that they are not so tight as to 
interfere with the already impaired circulation. In 
many cases a tracheotomy must be performed to com- 
bat laryngeal edema or the accumulation of secretions ; 
however, the need for this procedure should be care- 
fully evaluated since scar contractures around the 
tracheotomy site commonly result. 

During treatment in the emergency stage, the role 
of the physiatrist is primarily a passive one. He is con- 
cerned with fluid replacement and the possibility of in- 
filtration with resultant destruction of vital skin. It is 
during this stage that plans should be made for future 
physiotherapy and_ rehabilitative procedures. Joint 
function should be evaluated and recorded and areas of 
possible future contractures noted. If pressure dress- 
ings are used, circulation should be checked frequently. 


Definitive stage 


The most important stage in the treatment of 
burns is the definitive stage. Treatment during this pe- 
riod of active therapy and healing may well influence 
the outcome of the case. It is during this stage that 
contractures and deformities develop, that heavy scar 
tissue forms, and that the morale of the patient is at its 
lowest as realization of the possibility of permanent dis- 
figurement occurs. It is during this stage that the 
physiatrist is of utmost importance. 

Although pain and shock have previously been 
well controlled, they may return with the onset of active 
therapy, and appropriate steps must be taken to combat 
them. Careful observation of the patient is important 
since even very minor procedures, such as a trip to the 
physiotherapeutic section of the hospital, may precipi- 
tate profound shock and subsequent death. No severely 
burned patient should be considered out of danger un- 
til all open areas are covered with skin grafts and all 
donor sites are healed. 

Blood and plasma loss may be considerable during 
this period, and frequent blood counts must be made. 
The danger of infection is always present and antibi- 
otics should be given prophylactically. 

The first step in the definitive treatment of burns 
is debridement. A few days following the initial trau- 
ma, the open areas become covered with a thick, tough 
eschar. This eschar is an important defense in prevent- 
ing fluid and plasma loss as well as in providing a bar- 
rier to infection. Should the burn be so severe or the 
patient so debilitated that an eschar does not form, the 
making of an artificial eschar may be attempted by the 
use of plastic sprays or metallic pastes. Skin grafts ob- 
tained from donors may be indicated as a temporary 
covering. 

However, important as is the eschar, it must be re- 
moved before skin grafting. Debridement may be per- 
formed surgically under general anesthesia, probably 
the method of choice where large areas are involved, or 
it may be accomplished by physiotherapeutic means. 

The patient is placed in a bathtub, Hubbard tank, 
or whirlpool bath and allowed to soak for 10 to 20 
minutes. Should the patient develop shock or severe 
bleeding occur, the time may be shortened. The bath 
may consist of plain water or detergent solution, or 
rock salt may be added to make a solution comparable 
to sea water (14.5 pounds of salt to 100 gallons of wa- 
ter). Salt water appears to have a marked soothing 
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effect on the burned areas, while the value of detergent 
solutions is in their cleansing action. Temperature 
should not exceed 94 to 96 F. for full body immersion, 
or 92 to 98 F. for extremity immersion. Baths should 
be given three times weekly ; more frequent baths tend 
to be severely debilitating to the patient. 

Following the bath, debridement is accomplished 
by removing the now-softened eschar with forceps and 
scissors, using sterile technic. The debrided areas may 
then be covered with antibiotic or saline soaks. These 
soaks may also be used on days when the patient does 
not receive the bath. A spiking of temperature fre- 
quently is noted following the bath. This is a normal 
physiologic response to pyrogenic proteins liberated in 
the circulation by the partial liquefaction of the eschar, 
and it is not a contraindication to further baths.* 

Of prime consideration in the treatment of deep 
burns is the adequate skin coverage provided by split 
thickness skin grafts. Grafting procedures should be 
undertaken as soon as a sufficiently healthy bed of 
granulation tissue develops. The length of time neces- 
sary for this varies with individuals and areas involved, 
but averages about 12 to 14 days. It is best to graft 
burned areas involving the hands earlier than this, 8 to 
12 days being considered optimum.’ 

Since the entire burned area usually cannot be cov- 
ered at once, careful evaluation of graft sites must be 
made, and the physiatrist should be consulted in order 
that he may plan his therapy to correlate with the graft- 
ing procedures. Generally speaking, burned areas in- 
volving the joints should be grafted first. Especially 
important from the standpoint of preventing deformi- 
ties is the early grafting of the hands, antecubital areas, 
axillae, neck, and popliteal areas. In burns involving 
more than one extremity, it may be wiser to limit the 
graft to one extremity so that active physiotherapy may 
be continued to the other areas while the grafted areas 
are healing. 

Paramount in the prevention of deformities is the 
maintenance of joint motion. Passive motion to all 
joints should be instituted as soon as shock is con- 
trolled. Motion through a complete joint range should 
be carried out several times a day. This may be diffi- 
cult in an uncooperative patient or in children, but the 
physiatrist is failing in his therapy if he yields to the 
pleas of the patient to withhold motion. Passive exer- 
cise is sometimes best carried out following adequate 
analgesia or sedation or with the patient immersed in 
the bath. Advantage should be taken of the general 
anesthesia given for skin grafting to stretch the joints 
passively during this period of complete muscle relaxa- 
tion. 

As soon as possible, active exercise should be insti- 
tuted. This type of exercise markedly increases the 
blood supply and aids greatly in maintaining morale. 
Active exercise is best begun while the patient is in a 
bath since the water helps support the body weight. 
Suspended exercise bars and pulleys may assist the pa- 
tient in stretching involved joints actively. Early am- 
bulation is encouraged, but caution must be used if the 
legs are severely burned. Modified Buerger-Allen exer- 
cises are recommended, in which the patient stands 
erect until the legs become mildly cyanotic, then returns 
to the horizontal position. This is repeated several 
times daily. The patient should not be allowed to am- 
bulate beyond the point of mild cyanosis of the ex- 
tremities.® 

Despite the most intensive physiotherapy, contrac- 
tures may develop. These must be carefully watched 
for, and at the first signs of decreasing joint motion 
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appropriate splints should be applied. Splints may be 
commercially made, or may be built from plaster of 
paris. Foot and wrist drop are especially prone to oc- 
cur. Foot cradles are always indicated to relieve the 
pressure of the bedclothes. Splints, if used, should not 
be left in place continuously and should not interfere 
with physiotherapy or active use of the limb. They are 
best applied at night and removed during the day. Pro- 
longed immobilization of grafted areas is particularly 
to be avoided. 

Following grafting procedures, bath therapy is 
reinstituted as soon as the graft is secure. Although 
it may be quite common to withhold hydrother- 
apy until 10 to 12 days after grafting, it is believed 
that the graft is probably secure by the fifth or sixth 
postoperative day, and baths should be started at this 
time, since the danger of loosening the graft is prob. 
ably more imaginary than real. The baths exert a 
marked influence on the grafted areas; observation of 
patients has shown a definite decrease in the incidence 
of infection, and marked increase in the spread of 
epithelium in patients receiving bath therapy. Contrac- 
tion of the grafted skin is also diminished. Following 
the baths, any necrotic or pustular material may be 
removed, and wet antibiotic dressings applied. The 
importance of motion in the grafted areas is again to 
be stressed. 

Of great value during the definitive treatment 
stage is occupational therapy, both from a therapeutic 
and supportive standpoint. The active motion re- 
quired by most occupational therapy projects is valu- 
able in preventing contractures and aiding joint mo- 
tion, and the sense of accomplishment and creating is 
a great stimulus to morale.* 

Psychotherapy may also play an important part 
in this stage. 


Reconstructive stage 


The reconstructive or rehabilitative stage of burn 
therapy involves the treatment of contractures, deform- 
ities, and disabilities resulting from the burn. It is 
the most difficult stage from the standpoint of the 
patient since progress is slow and much perseverance 
is required. This stage is usually conducted on an out- 
patient basis since hospitalization is seldom necessary. 
The patient has partially returned to society and may 
find his appearance or performance a source of con- 
stant embarrassment. 

The type of tissue with which the physiatrist and 
surgeon must deal in this stage is unique. Grafted tis- 
sue usually has poor color and texture, lacks elasticity, 
and tends to shrink. It may be more sensitive to touch, 
pressure, and temperature than normal tissue. Con- 
stant superficial pain may be present. Areas of skin 
graft involving flexor surfaces, weight-bearing areas 
such as the feet, and areas requiring much motion such 
as the hands may be especially difficult to manage.*® 

The contraction of scar tissue may in itself pro- 
duce limited motion, as is frequently seen in the axil- 
lary areas. A painful scar may produce voluntary limi- 
tation of joint motion and lead to secondary muscle 
contractures and joint deformities, most often seen 
in the hands, shoulders, hips, knees, ard elbows. X-ray 
of the joints may demonstrate actual structural changes 
which probably represent a toxic or allergic arthritis 
caused by foreign protein absorption. Joints far re- 
moved from the burned areas may be affected by this 
process. This toxic arthritis is most severe in joints 
requiring the most motion. In the hands and wrists, 
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surgical arthrodesis may be indicated to alleviate pain 
and decrease deformity. 

The treatment of contractures is simply a continu- 
ation of exercise and motion combined with forceful 
stretching within the limits of tolerable pain. Special 
care must be exercised in the stretching of the inter- 
phalangeal joints of the hand since increased fibrosis 
and edema may result. The metacarpophalangeal joints 
do not exhibit this phenomenon.® Splinting may be used 
to advantage in combating these contractures. 

Recently it has been found that the application of 
pure cocoa butter to areas of graft and scarring will 
greatly soften these areas and decrease the tendency to 
contractures.* The cocoa butter is best applied with a 
gentle, stroking motion, and no attempt at vigorous 
massage is necessary. It is readily absorbed, and pas- 
sive stretching of the scarred areas is much more effec- 
tive if preceded by this medication. Cocoa butter may 
be dispensed for home use and the patient instructed 
in its application. It may also be used to advantage in 
the healing stage of burns by applying it to the normal 
skin around the burned areas. 

Hypertrophic scars and keloids are difficult to 
manage. These most commonly occur in children and 
young adults and are usually so sensitive as to make 
physiotherapy impossible. Topical anesthetics afford 
but temporary relief, and surgical removal frequently 
results in recurrent keloids and scarring until joint 
motion is lost. Radiation with x-rays may be used 
with some success, and recently ultrasound has been 
shown to have a fibrolytic as well as a desensitizing 
effect.’ 

Hydrotherapy, occupational therapy, massage, sine 
wave stimulation, and ultraviolet radiation may all be 
of value in this stage. Constant praise and encourage- 
ment of the patient are necessary, and psychotherapy is 
of great value. 

Should it become obvious to the physiatrist that 
the contractures are not responding to conservative 
care, surgical and orthopedic consultation should be 
obtained regarding the surgical releasing of the con- 
tractures before joint motion is lost. 

Plastic procedures to correct facial or other dis- 
figurement are of obvious importance. 


Summary and conclusions 


The value of well-organized physiotherapy in the 
treatment of severe burns has been discussed. The 
importance of correlation between all specialty services 
concerned in the care of the patient has been stressed. 

Much of the total rehabilitation of the patient with 
severe burns is within the realm of the physiatrist. The 
physiatrist’s special training and knowledge of joint 
and muscle function enable him to make an important 
contribution to the total care of the patient. 

455 E. Washington St. 
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Pseudomonas aeruginosa 


SEPTICEMIA* 


MARTYN E. RICHARDSON, D.O. 


St. Louis, Missouri 


AERUGINOSA or bacillus pyo- 
cyaneus is a gram-negative rod found as a nonpatho- 
genic inhabitant of the skin, particularly in the inter- 
triginous areas, and occasionally in small numbers in 
the intestinal tract. It is a noninvasive organism of low 
virulence even when present as a wound contaminant. 
Most strains will produce a green to blue or even yel- 
low pus. Bacteriologically it is variable.’ 


Description 


In the older literature, particularly in the older 
dermatology texts, there are references to “ecthyma,” a 
skin infection involving deeper layers of the skin. This 
condition is also referred to as echthyma gangrenosum, 
echthyma cachecticorum, pyoderma gangrenosum in- 
fantum, pemphigus gangrenosa, et cetera. The orig- 
inal descriptions varied from that of a _ subacute 
condition®* to an acute, possibly fatal condition.* The 
lesions were described as an ulcer with deep punched 
out areas, steep borders and hemorrhagic necrotic bases, 
developing more or less rapidly out of pustules.* It 
occurred only in debilitated infants, particularly those 
who had tuberculosis or were undernourished, and in 
older people with diabetes or other debilitating diseases. 
The bacteremia or sepsis that developed from these con- 
ditions was described as “almost uniformly fatal” be- 
cause it occurred in infants and adults with chronic 
debilitating diseases.° Most deaths were thought to be 
caused by staphylococci or streptococci and some 
thought was given to the fact that they might be em- 
bolic,® associated with chronic ulcerative colitis, dysen- 
tery, or complicating varicella, scarlatina, et cetera.’ 
Avitaminosis A was thought to contribute to the con- 
dition.® 

Higoumenakis* in 1937 made note that Bacillus 
pyocyaneus usually was the offender but reported a case 
in which the Bacillus coli was cultured. 

In 1882 Pseudomonas aeruginosa was first de- 
scribed by Gessard.? In recent years the role of Pseu- 
domonas as an enteric pathogen has been confused by 
the marked increase in incidence of this organism in 
the intestinal tracts of patients who received broad spec- 
trum antibiotics for any reason. When the normal flora 
becomes suppressed by antibiotics, resistant Pseudomo- 
nas often becomes predominant. Nevertheless, in 1954 
Michael Reese Hospital Laboratory stopped recording 
Pseudomonas from the stools as a pathogen.® Singer, 
Bar-Hay, and Hoenigsberg® recently reported on the 
incidence of Pseudomonas in the stools of malnourished 


*Presented at the Zone III meeting of the American College of Os- 
teopathic Pediatricians, Chicago, Illinois, December 7, 1956. 
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infants, both with and without diarrhea, in camps in 
Israel; in this report they speculate on the increased 
virulence and pathogenicity of what are usually consid- 
ered normal intestinal inhabitants. 

In 1947 Hunter and Ensign” reported on an epi- 
demic of diarrhea caused by Pseudomonas aeruginosa 
in a newborn nursery, and later that year Kerby™ re- 
ported a case of Pseudomonas bacteremia and reviewed 
the cases found in the literature to that date. It is in- 
teresting to note that there were only 90 cases recorded 
up until that time. Kerby states, “Obviously, Ps. aeru- 
ginosa bacteremia cannot be considered a common con- 
dition in pediatric practice. However, when it does 
occur, the child is very ill indeed, and frequently dies.” 

Several recent articles have described this infec- 
tion in the respiratory tree,!* gastrointestinal tract,!?-™ 
brain,’ and ears.?® 

These authors all comment on the fact that the 
status of Pseudomonas aeruginosa as a prime cause of 
disease is indefinite and changing. Lazar, Goldin, and 
Auerbach’® comment that “Pseudomonas aeruginosa is 
ordinarily considered an organism of low invasive 
power and virulence but in recent years . . . serious in- 
fections caused by it are becoming more and more fre- 
quent.” Walker’ states that “Pseudomonas aeruginosa 
. .. though normally present on the skin and in the in- 
testinal tract of man, occasionally demonstrate unques- 
tionable pathogenicity in the production of fatal septi-, 
...” 

It would also appear that this organism is fre- 
quently associated with paracolon and Proteus or- 
ganisms.*?° 


Clinical case history 


On August 16, 1956, a 3%4-month-old white male 
child was admitted to Normandy Osteopathic Hospital, 
obviously very ill; his outstanding pathologic condition 
was a large area (61% by 4 cm.) of ulceration over the 
left anterior chest wall with sharp, punched out borders 
and a necrotic, crusted base. There was a similar lesion 
on the left hip measuring 0.3 by 0.2 cm. with a reddish 
brown, necrotic base. 

Past history indicated that this child had weighed 
9 pounds 5 ounces at birth, had had no difficulties, and 
was the third child of this family. He had received 
vitamins “off and on.” Both siblings had recently been 
ill with acute sore throats. This infant had no apparent 
difficulty except a persistent diaper rash and, as it was 
subsequently discovered, a moist cord stump since birth. 
On August 13 he had been taken to see a doctor for 
an illness which was considered to be a respiratory in- 
fection; he was given penicillin and Aureomycin oint- 
ment for the diaper rash. The following day he seemed 
more ill, and chlortetracycline was started. Two days 
later the parents reported that his skin was getting 
worse and that he had several loose stools. Following 
the second visit a large blister had appeared on the left 
chest which broke 12 hours later. 

On admission the temperature was 105.8 F., pulse 
120, and respirations 52 per minute. Leukocyte count 
was 6,000, with 63 per cent lymphocytes, 35 per cent 
segmented neutrophils, and 2 per cent nonsegmented 
neutrophils ; erythrocytes, 3,100,000; hemoglobin, 8.85 
grams per 100 cc.; hematocrit reading, 32 per cent; 
and the urine was concentrated and contained many 
bacteria. The general appearance was that of a fussy, 
sick infant. The skin was covered with many erythema- 
tous areas, inflammatory and obviously deep. A few 
areas were composed of concentric circles with the 
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Figs. | and 2. 
skin lesions before vesicle formation and rupture. The lesion on the right el- 
bow demonstrates the hemorrhagic center. 


Photographs taken on admission showing the characteristic 


outer ring pink, the next red, and an inner circle, like 
the bull’s eye of a target, a dark blue to black spot. The 
abdomen was distended, and meningeal signs were 
present. No other positive signs were observed. 

A diagnosis was made of septicemia, probably 
streptococcal, although meningococcemia was consid- 
ered. Adrenal failure was considered imminent; cul- 
tures were taken from skin lesions and spinal fluid. 
Spinal tap showed total protein 24 mg. per 100 cc.; 
sugar 50 mg. per 100 cc.; cell-count 11.4 with 100 
per cent lymphocytes ; and Pandy’s test negative. The 
chest x-ray indicated some inflammatory involvement 
which was not considered to be the cause of fever. 

Massive doses of penicillin were started, Terramy- 
cin (it was not known at this time that the infant had 
been on Terramycin), ascorbic acid, vitamin K, and 
Solu-Cortef were given, the temperature was controlled 
with cooling sponges, and the infant was placed in cool 
oxygen. In spite of the treatment, he continued to grow 
worse. The temperature declined to about 102 F. rec- 
tally, and more lesions appeared on the skin. 

The infant suddenly stopped breathing 13 hours 
after admission, 4 days after the illness started. 


Autopsy report 


Autopsy was permitted, and following are the 
findings : 

The body submitted for autopsy examination was 
that of an infant weighing 5,700 grams and measuring 
25% inches in height. The entire body was a mottled 
purplish color with the color accentuated in localized 
areas. The superficial portion of the epithelium ap- 
peared to be sloughing immediately over the thoracic 
cage. This area measured 6.5 by 4 cm. in its largest di- 
mensions. The sloughing skin was a yellowish color, 
and the subepithelial tissue was reddish in color and 
somewhat crusted. The purplish areas in many foci 
had assumed rather characteristic configurations that 
were round to oval in shape, and the superficial epi- 


136 


thelium in these areas was somewhat elevated above the 
surrounding skin. There appeared to be a small amount 
of fluid present, forming vesicle-like lesions. These 
lesions were best seen over the thorax and arms; how- 
ever, a few such lesions were also present on the thighs 
and lower legs. Similar lesions were noted on the scalp 
and on the face. The lips were purplish in color and 
covered with a thin crust. A small amount of mucus 
was present in the mouth and pharynx. The scrotum 
was reddish in color, and the testicles were descended. 
A second open lesion was noted, involving the left hip; 
this area measured 30 by 22 mm. The entire epithelium 
in this area appeared to be eroded, and its base was 
reddish brown in color. Opening the abdominal cavity 
disclosed the stomach to be unusually distended with 
gas, and a small amount of gas was present in both the 
small intestine and the colon. 

Microscopic study of the adrenals revealed a re- 
markable amount of hemorrhage into both the medulla 
and the cortex. There were circumscribed areas of cor- 
tical necrosis which contained central areas of inflam- 
matory cells in the form of neutrophils and round cells. 


Many of the sinusoids of the lymph nodes were 
observed to be filled with neutrophils, and the subcap- 
sular sinuses were obliterated as a result of inflamma- 
tory infiltrations of neutrophils and lymphocytes. These 
changes in lymph nodes were compatible with a diag- 
nosis of acute lymphadenitis. 


The apparent histopathologic change noted in the 
lungs was marked passive congestion. The liver tissue 
also demonstrated localized areas of passive congestion ; 
however, this change was not widespread. 

Cerebral edema was noted; but inflammatory 
changes could not be detected in the brain. 

The thymus revealed a few areas of focal parenchy- 
mal hemorrhage, but was otherwise unremarkable mi- 
croscopically, as were the kidneys. The perirenal fat 
was of the fetal type, a feature compatible with the pa- 
tient’s age. The spleen, myocardium, and representa- 
tive sections of the gastrointestinal tract were histologi- 
cally normal. 

Sections from the skin lesions included the subcu- 
taneous fatty tissue. The epidermis, the dermis, and the 
subcutaneous fatty tissue were all infiltrated with many 
neutrophils and a few plasma cells. In the fatty tissue 
the inflammatory infiltration was most noticeable in the 
fibrous septa. All of the vessels in the skin as well as 
those in the subcutaneous tissue appeared congested, 
and hemorrhage into the superficial dermis was con- 
spicuous. Edema of the epidermis and dermis was ap- 
parent. Bacteria occurring singly and in clumps were 
noted, being most apparent in the superficial dermis. 
One or two small intraepidermal vesicles were noted in 
the lesion area; the vesicles contained neutrophils in 
the cavity of the vesicle along with a little coagulated 
material. 


Bacteriologic studies of the skin lesions revealed a 
pure culture of Pseudomonas aeruginosa, and a pure 
culture of Pseudomonas was also made from the spinal 


fluid. 


Culture of blood obtained from the chambers of 
the heart revealed the presence of an aerobic, gram- 
negative bacillus possessing the cultural characteristics 
of Pseudomonas aeruginosa. Blood culture showed 
poor or negative growth after 5 days of anaerobic in- 
tubation. With the sterile admission of air, good growth 
developed after 24 hours. The organism isolated was a 
gram-negative bacillus possessing the cultural charac- 
teristics of Pseudomonas aeruginosa. 
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Fig. 3. Postmortem photograph showing extension of lesions over most of 
skin surface. 


The autopsy findings in this case all pointed to an 
overwhelming infection in the form of septicemia. The 
demonstration of hemorrhage and necrosis in the ad- 
renal glands supported this impression and further sug- 
gested a diagnosis of Waterhouse-Friderichsen syn- 
drome. The skin lesions represented nonspecific in- 
flammatory lesions compatible with a septicemia. It 
was felt that this case could be summarized with the 
following conclusions: The immediate cause of death 
was acute neurocirculatory collapse. This was due to 
Waterhouse-Friderichsen syndrome, which in turn re- 
sulted from a fulminating septicemia caused by Pseu- 
domonas aeruginosa. The portal of entry was skin 
lesions resulting from persistent “diaper rash” or in- 
fected cord. 


Discussion 


Stanley® comments that “because of the widespread 
use . . . of penicillin, which efficiently removes gram- 
positive organisms and apparently promotes uninhibit- 
ed growth of this [Pseudomonas] and other gram-nega- 
tive bacilli, the incidence of such important infections 
seems to be increasing.” With the widespread use of 


- broad spectrum antibiotics it would seem that this might 


become even more of a problem. “Suprainfection” is 
well documented as a result of Staphyloccocus resist- 
ance’ and Candida, and mention of it has been made in 
regard to gram-negative organisms. Pseudomonas is 
reported to be sensitive to streptomycin but rapidly de- 
velops resistance.*?*"* It appears to respond most read- 
ily to neomycin and polymyxin B.° The strain involved 
in the case here presented seemed to be sensitive only 
to streptomycin and not materially affected by other 
antibiotics used. It would appear to be best to culture 
and make antibiotic sensitivity studies in every case 
possible in order to determine the best antibiotic, and 
in the event of prolonged infection to repeat this pro- 
cedure to see if resistance is developing. 

In the case presented in this paper, it is noteworthy 
that massive adrenal hemorrhage was found on autop- 
sy even though the classical signs of adrenal failure 
such as hypothermia and bradycardia had not developed. 


Treatment 


Local treatment for pyocyaneus lesions consists of 
wet antiseptic dressing of many types, but obviously in 
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sepsis the treatment of local lesions is of only secondary 
importance. Healing of the local lesions is accompanied 
by scarring. 

With the widespread use of penicillin and broad 
spectrum antibiotics, it has now become our custom to 
do a gram stain on significant exudates or areas while 
waiting for the culture and antibiotic sensitivity tests, 
and then attempt to use an antibiotic to which neither 
the patient nor family has recently been exposed, but 
one which would theoretically be indicated on the basis 
of the gram stain. This is a crude method which | 
think tends to minimize the possibility of using an anti- 
biotic to which the organism has become resistant as a 
result of repeated sublethal doses. 

Hunter and Ensign” reported one case in which 
the physician obtained good results by the use of intra- 
venous methylene blue, acting on the basis that Pseu- 
domonas produces quantities of hydrocyanic acid. I 
have seen no other mention of this treatment. 


Summary 


A fatal case of Pseudomonas septicemia was de- 
scribed, the literature briefly reviewed, and suggested 
treatment outlined. The thought is expressed that Pseu- 
domonas infections will become more important in the 
future because of widespread use of antibiotics which 
remove other infections and allow Pseudomonas, as well 
as other resistant organisms, to grow to such an extent 
that they become pathogenic. 
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The use of 


HYPAQUE 
SODIUM in 


excretory urography* 


A. A. CHOQUETTE, D.O. 
and 
DALE W. BURROFF, D.O. 


Kansas City, Missouri 


A NUMBER OF UROGRAPHIC media have 
been made available for clinical use over the past 2 
decades. Although these contrast media have greatly 
improved urologic diagnostic technic the search still 
continues for agents that produce satisfactory visuali- 
zation and at the same time induce no significant side 
effects. 

The preparation of Hypaque sodium, which meas- 
ures up to these criteria to a high degree, has been 
carefully studied over the past year and forms the 
basis of this report. Others’ have previously reported 
on the sharp delineation of renal structures and low 
incidence of side effects with this compound when used 
for intravenous pyelography. 

It is of interest to note that Hypaque has also 
been administered in small quantities intramuscularly® 
and subcutaneously’ in excretory urography with ex- 
cellent results. 


*From the Department of Urology, Osteopathic Hospital, Kansas 
City, Missouri. 


Material and method 


Hypaque sodium (brand of diatrizoate sodium) js 


sodium 3,5-diacetamido-2,4,6,-tri-iodobenzoate. This 
compound has a molecular weight of 636.0 and contains 
59.87 per cent iodine. It is highly soluble in water, 
The pH of the 50 per cent solution used in this study 
is 7.0 to 7.5. 

In extensive pharmacodynamic studies* in a ya- 
riety of animals, including monkeys, Hypaque has been 
shown to have excellent urographic attributes with low 
toxicity. The LDs (acute toxicity) in cats, rats, and 
mice is approximately 10,000 to 12,600 mg. per kg. of 
body weight. Subacute and chronic toxicity studies in 
monkeys and rats given intravenous daily doses of 
2,000 to 4,000 mg. per kg. of body weight revealed no 
ill effects. 

When administered intravenously Hypaque is ex- 
creted almost completely through the kidneys and for 
the most part within 2 hours. Approximately 90 per 
cent is excreted within 24 hours in an unchanged form. 

In carrying out this study a 50 per cent solution of 
Hypaque sodium} was administered intravenously in 
the amount of 30 ml. over a 2- to 3-minute period. 
Three children ages 4, 5, and 8 years were given 8, 
7%, and 5 ml. of diluted Hypaque respectively. One 
adult who became nauseated and vomited received 25 
ml.; another received only 2 ml. for the reason dis- 
cussed below. 


Results 


One hundred and twenty-six patients, the majority 
of whom suffered from a variety of urologic condi- 
tions, were studied according to the above method. The 
ages of this group varied from 4 to 80 years, most of 
which were between 20 and 60 years. 

Several films depicting the highly satisfactory de- 
lineation of renal pathologic change afforded by Hy- 
paque sodium are shown in Figures 1 through 4. 

A history of any allergic manifestations was re- 


+The Hypaque used in this study was supplied by the Medical Re- 
search Department of Winthrop Laboratories, New York. 
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corded for each patient. The results obtained in the 
series of 126 cases are classified in Table I. 


TABLE I.—RESULTS OBSERVED IN 126 EXCRETORY 


PYELOGRAMS 
Excellent Fair Poor 
No. of patients 109 12 5 
Per cent 86.5 9.7 3.9 


The findings in this series are less satisfactory 
than those reported by Moore and Mayer* so far as 
the percentage of excellent results is concerned, al- 
though the number of cases wherein poor results were 
obtained is less in our group, 3.9 per cent as against 
7.1 per cent. On the other hand only 71 per cent of a 
series studied by Tice® were considered satisfactory. 
These statistical variations no doubt stem from the 
differences in individual evaluation of the films and of 
the technic employed. 


Side effects 


A record of side reactions was carefully noted 
with the following check list used as reference: 


1. Nausea or vomiting 7. Flushing of skin 

2. Excessive sweating or 8. Extreme pallor 
salivation 9. Itching sensations 

3. Choking sensations 10. Facial edema 

4. Wheezing 11. Sneezing 

5. Shortness of breath 12. Urticaria 

6. Cyanosis 13. Vein cramp 


Of particular importance to us, aside from the 
high percentage of satisfactory urograms obtained, was 
the very desirable lack of important side effects. This 
is illustrated in Table IT. 

When reactions occurred, they were temporary and 
of a minor type. It should be noted that these reac- 
tions did not interfere with obtaining a satisfactory 
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roentgenogram except in two instances, one of which 
was considered a fair result. 


TABLE II.—INCIDENCE OF MINOR SIDE EFFECTS IN 126 
PATIENTS RECEIVING HYPAQUE SODIUM 50 PER CENT 


No. Per Quality of 
Cases Cent Urogram 
Nausea 12 9.3 Satisfactory 
Vomiting (included with 
nausea group) 3 2.3 Satisfactory 
Fullness in throat or 
choking sensation 2 LS Satisfactory 
Sneezing 1 0.79 Satisfactory 
Vein cramp (slight) 1 0.79 Fair 
Peculiar taste and 
warmth in throat 1 0.79 Satisfactory 
Warm feeling 1 0.79 Satisfactory 
Syncope 1 0.79 Discontinued 
— — injection 


Totals 15.0 


Although we have included the case of syncope in 
the table, it was our impression that this resulted from 
emotional imbalance since this patient has been known 
to faint without important cause, and further, only 2 
ml. of material was injected. All other patients re- 
ceived 30 ml. except one who was given only 25 ml. 

The virtual freedom from vein cramp in our study 
is considered a most favorable characteristic of Hy- 
paque. Others’*> have also reported this finding. 

In one patient of this group a history of sensi- 
tivity was elicited; this was in a penicillin-sensitive in- 
dividual who experienced slight nausea for 3 to 4 
seconds. 


History of allergy 


A history of any allergic manifestations was re- 
corded for each patient. In the entire series, 13 gave 
a history of allergy but only one of these, as mentioned 
above, gave any evidence of reaction to the injection 
of Hypaque. 


Summary 


A series of 126 urologic patients upon whom 
intravenous pyelography was performed with Hypaque 
sodium 50 per cent has been reported. The usual dose 
was 30 ml. administered over a period of 2 to 3 min- 
utes. Satisfactory results were-obtained in the majority 
of cases, and there was a remarkably low incidence of 
side effects. No relation between a history of allergy 
and the minor side effects was observed in this clinical 


study. 
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PERINATAL 
MORTALITY* 


ROBERT MAGRILL, D.O. 


Assistant Professor of Pediatrics 
College of Osteopathic Physicians and Surgeons 
Los Angeles, California 


WASTAGE and neonatal deaths 
have been receiving increased attention in medical lit- 
erature in recent years. The combined efforts of pedia- 
tricians, obstetricians, and pathologists have stimulated 
investigation of the causes of these tragedies, which to- 
gether are taking as many lives annually in this country 
as some of the most common causes of death. 

In the past few decades there has been a sharp 
decline in the number of infant deaths in the first year 
of life.!’ However, the number in the first month of life 
has not been significantly decreased, and the number in 
the first few days of life has remained essentially the 
same as it was 3 to 4 decades ago. This is borne out 
by reports from a detailed study on neonatal deaths in 
Chicago in 1951? and confirmed by similar studies made 
in Philadelphia in 1953. These data point out vividly 
that the slowness in reducing infant mortality is due to 
a lack of knowledge about the exact causes of infant 
deaths, and such information is not readily available, 
for reports on the causes of infant deaths are often 
based on inadequate autopsies and clinical histories, and 
the information on the death certificates is inaccurate 
and misleading and provides little information to aid in 
solving this problem.* 

Because many of the same factors are associated 
with the death of fetuses before birth and of infants in 
the first few days of life, these deaths are now com- 
monly grouped under the new term “perinatal mortal- 
ity.”* At present, definitions of the term vary some- 
what, but in general it relates to the sum total of fetal 
deaths after 20 or more weeks of gestation and infant 
deaths which occur within the first week of life.® 

The problem of the heavy loss of life among in- 
fants during the latter stages of pregnancy and soon 
after birth is one that calls for a closer alliance between 
obstetrician, pediatrician, and pathologist. Since many 
of the problems that confront those concerned with 
perinatal mortality start during pregnancy, the obste- 
trician has a great responsibility for preventive medi- 
cine; he not only cares for the mother, but is the pre- 
natal pediatrician as well. The responsibility of the 
pediatrician includes aiding the newborn infant who is 
in distress ; therefore, the obstetrician and pediatrician 
should combine their efforts to protect the welfare of 
the newborn. Should the infant die, it is the responsi- 
bility of the pathologist to investigate and correlate the 
clinical and anatomic findings. 


*Presented at the twenty-fourth Annual Convention of the American 
College of Osteopathic Obstetricians and Gynecologists, Philadelphia, 
Pennsylvania, February 18, 1957. 
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The obstetrician and pediatrician face many prob- 
lems which do not concern the pathologist. One of these 
is that the newborn infant responds to a variety of 
stimuli, whether toxic, anoxic, or infectious, in a rela- 
tively limited manner. Thus, many of these stimuli 
manifest themselves in the form of respiratory distress, 
which is the most common clinical problem during the 
first few days of life.® 

Serious respiratory disturbances in the newborn 
may be the result of a variety of pathologic lesions, but 
the lesions most commonly associated are either pulmo- 
nary or intracranial. Clinical differentiation of respira- 
tory disorders of central or pulmonary origin is often 
difficult and at times impossible to make. Generally dis- 
turbances of pulmonary origin are associated with 
dyspnea and vigorous attempts at respiration, while 
those of central origin are associated with apnea and 
weak, irregular respiratory movement.® 

In order to provide a better understanding of res- 
piratory difficulties in the newborn, it is worth while to 
review briefly the development of the fetal lungs. The 
placenta is the respiratory organ for the fetus. As the 
maternal blood flows through the placenta, it gives up 
little oxygen to the young fetus, but as the fetus grows, 
the placenta supplies it with more and more oxygen.’ 

During intrauterine life, the lungs pass through 
two stages of development. The first is growth, which 
occurs during the first half of gestation, and the second 
is vascularization, which develops rapidly after 20 
weeks.® 

The lungs develop from the entodermal tube. The 
original bud elongates, and the cells become differentiat- 
ed. During this time the tube is lined with columnar 
and cuboidal epithelium. Distally, at the end of the sac, 
it is lined with actively growing buds which are made 
up of large cells. Up to 20 weeks of gestation, the 
blood vessels which have developed follow the same pat- 
tern as the pulmonary tree, but they lie free in the 
mesoderm. As they proliferate, they come to lie closer 
to the outer surfaces of the entodermal tube, and the 
capillaries begin to penetrate the entodermal lining wall. 
Once this process starts, it progresses rapidly, and the 
capillaries are accompanied by the elaboration or laying 
down of elastic fibers. The growth of the capillaries 
and elastic fibers is responsible for the differentiation of 
alveolar ducts and alveoli because it replaces the con- 
nective tissue. 

At 28 weeks of gestation, when the fetus weighs 
approximately 1,000 grams, the number of blood vessels 
in direct contact with the potential air space will permit 
adequate transmission of oxygen to the blood. This 
point in gestation is considered the dividing line be- 
tween viability and nonviability of the fetus. This is 
the reason why an occasional infant of very low birth 
weight survives while considerably larger infants with 
underdeveloped pulmonary systems die. 

The longer the fetus remains in utero, the more 
extensive vascularization becomes and the more readily 
oxygenation of the blood is accomplished. The more 
mature the fetus, the more functioning alveoli are pres- 
ent. Lack of pulmonary development is: the primary 
reason why few infants under 28 weeks of gestation 
survive. Abnormal pulmonary ventilation is directly 
proportional to the immaturity of the fetus.’ 

At birth the normal newborn has a normally func- 
tioning respiratory center; its lungs have a capillary 
bed ready to act as a blood oxygenator ; and the lumina 
in the pulmonary tree are prepared to be stretched by 
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the original inhalation. The respiratory activity that has 
taken place in the uterus will be continuous with that 
after birth.” 

As the amniotic sac ruptures during labor, fluid 
usually drains away slowly. Powerful uterine contrac- 
tions gradually squeeze the excess fluid out of the lungs, 
gastrointestinal tract, and body tissues of the infant. 
These forceful contractions of the uterus stimulate the 
infant to a marked degree of muscular activity. In pre- 
mature births and cesarean sections, labor is short and 
excessive amounts of amniotic fluid remain in the lungs. 
In the premature infant, other factors, such as under- 
developed diaphragmatic and intercostal musculature, 
interfere with the establishment of adequate pulmonary 
ventilation.”"° 


Asphyxia neonatorum 


lailure of the newborn infant to breathe at birth, 
asphyxia neonatorum, is a “chemical phenomenon asso- 
ciated with a decrease in the concentration of oxygen, 
an increase in the tension of carbon dioxide, a marked 
increase in lactic acid, and a decrease in pH of the fetal 
blood.”*! The most important chemical change in as- 
phyxia neonatorum is the great decrease in the amount 
of oxygen in the infant’s blood.® 

Asphyxia neonatorum is a syndrome generally 
caused by several factors acting at once, rather than one 
single factor. According to Little and Tovell,’’ the 
etiology includes maternal factors, fetal factors, labor, 
position in utero, the type of delivery, and analgesics 
and anesthetic agents given to the mother. 

Maternal Factors.—The age, parity, and health of 
the mother are involved. After age 40 asphyxia neo- 
natorum occurs more frequently among primiparas 
than among multiparas until the eighth delivery when 
the incidence increases. Circulatory and metabolic dis- 
orders also predispose to increased incidence. 

Fetal Factors.—Congenital anomalies and congeni- 
tal diseases, such as syphilis and erythroblastosis, are 
factors that contribute to an increased incidence of as- 
phyxia neonatorum. Immaturity of the infant itself 
may be the most important single factor. 

Labor and Position in Utero.—Breech, transverse, 
posterior, and occiput positions all increase the inci- 
dence of asphyxia neonatorum. The complications of 
labor are important factors. These include anoxemia 
caused by gross infarction, low insertion, or premature 
separation of the placenta or placenta previa ; anoxemia 
originating in the cord, as a result of prolapse, short- 
ness, knotting or kinking, compression torsion, or vela- 
mentous rupture or the cord about the neck ; and anoxe- 
mia caused by uterine tetany, contraction ring, or 
hemorrhage. The duration and type of labor and the 
drugs used in induction of labor are also factors." 

Type of Delivery.—The incidence of asphyxia neo- 
natorum is greatest in version and extraction, and then 
in high forceps, breech extraction, and midforceps de- 
livery and cesarean section, in that order. In all there 
is a greater incidence of asphyxia neonatorum than in 
spontaneous delivery. 

Analgesics and Anesthetic Agents Given to the 
Mother.—A study": from the Department of Anesthesi- 
ology at Hartford Hospital revealed that 1.9 per cent of 
infants fail to breathe immediately after delivery when 
no analgesic agents are given to the mother, but some 
30 to 60 per cent of infants whose mothers are nar- 
cotized fail to breathe immediately. Morphine and 
Pantopon have been condemned, especially when em- 
ployed in large doses 1 to 4 hours prior to delivery. 
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Barbiturates contribute to fetal respiratory distress. 
Demerol also increases the incidence of asphyxia and is 
thought to do so particularly when given in large doses 
late in labor. Except for possibly the local infiltration 
agents, all anesthetics contribute to asphyxia. Spinal, 
continuous spinal, caudal, and continuous caudal anes- 
thesias are almost ideal for preventing fetal asphyxia, 
unless they are complicated by a drop in the blood pres- 
sure or by indications of general idiosyncrasy. The 
respiratory response of the infant is always decreased 
when general anesthesia has been administered to the 
mother.” 


Perinatal distress syndrome 


Gruenwald’® discusses some interesting concepts 
of perinatal mortality in relation to what he calls the 
perinatal distress syndrome. This syndrome is actually 
based on characteristic findings at autopsy, including: 
(1) pulmonary lesions, such as those found with the 
aspiration of vernix caseosa, pulmonary edema, and 
congenital or early postnatal pneumonia; (2) anoxic 
degeneration of the liver; (3) focal necrosis or hemor- 
rhage in the adrenal cortex; (4) shocklike lesions of 
the gastrointestinal tract, especially in the esophagus 
where the membranes are necrotic and ulcerated, which 
is the commonest cause of hematemesis in the newborn ; 
and (5) a variety of intracranial hemorrhages, ranging 
from small arachnoid or cerebral foci to confluent areas 
which may render the correct interpretation of distress 
lesions versus direct mechanical injury difficult or im- 
possible. Subependymal and intraventricular hemor- 
rhages are characteristicaily found among lesions of 
premature infants. Acute stages of cerebral degenera- 
tion as sequelae of any severe and protracted anoxia 
are rarely seen in the newborn. However, scattered le- 
sions caused by general capillary damage, such as 
petechiae and edema, have been noted. 

In all instances other than cases of obvious gross 
mechanical injury, Gruenwald’* considers the interrela- 
tionship of anoxia, trauma, and shock as causal factors 
in these deaths. Trauma may cause anoxia, anoxia 
may predispose to trauma, and anoxia may produce 
hemorrhages which may be mistaken for the effects of — 
trauma. Either condition may produce distress with the 
more or less obvious characteristics of shock. 


Factors related to prematurity 


Studies on premature infants have revealed char- 
acteristic lesions that do not occur in infants born at 
term. Premature infants show fewer and less severe 
changes of the perinatal distress syndrome than do ma- 
ture infants. Many observers have felt that prematurity 
in itself is not a cause of death, and that a factor other 
than prematurity can, upon competent examination, be 
found in many prematures to account for their death."* 
Gruenwald” has found that in some 60 per cent of au- 
topsies on premature infants a definite cause can be 
found. In small premature infants near the borderline 
of viability (28 weeks’ gestation) where no significant 
factors can be found, prematurity can, upon competent 
examination, be held to account for the death. 

There are two lesions that occur in the larger pre- 
matures which are not seen in full-term infants. They 
are atelectasis of prematurity and cerebral hemorrhage 
(intraventricular cerebral hemorrhage). 

Atelectasis of prematurity is a peculiar form of 
atelectasis that occurs only in premature infants. It is 
characterized by complete collapse of the alveoli and 
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dilatation of the respiratory bronchioles, which are 
sometimes lined by hyaline membranes."* 

To date, information about the composition of the 
hyaline membranes appearing in this disease has been 
inconclusive. There is still no general agreement con- 
cerning the pathogenesis, but several theories have been 
advanced, such as the following: (1) The membranes 
are formed by inspissation of aspirated amniotic fluid ; 
(2) the membranes are composed of materials derived 
from the infant, possibly related to the respiratory en- 
zymes such as carbonic anhydrase; (3) the mem- 
branes are formed by the interaction of aspirated am- 
niotic fluid with elements contributed by the infant ;** 
and (4) the membranes are not an essential constituent 
or the cause of this peculiar pulmonary disorder in the 
premature.'17 

The work of Gitlin’® has demonstrated that the 
membrane is caused by fibrin. Through his experi- 
ments, he has concluded that several factors are at 
work: 

1. One factor is the aspiration of amniotic fluid 
which contains large amounts of thromboplastin. 

2. The capillary damage of the pulmonary capil- 
lary network allows the escape of protein into the al- 
veolar spaces. The excessive pulmonary blood flow, 
caused by the late clamping of the umbilical cord and 
the draining of excess blood from the placenta into the 
premature infant’s circulation, produces pulmonary 
edema. As a result, this abnormality in the normal vas- 
cular readjustment occurs at the time of birth. This 
excessive drainage of the placenta is equivalent to a 
blood transfusion of 50 cc. of blood per pound of body 
weight. This is felt to have a deleterious effect upon 
the premature infant, while the full-term infant can 
readjust satisfactorily if the cord is clamped when pul- 
sations have ceased. 

3. The edema fluid passing into the alveoli con- 
tains a large amount of fibrinogen. In the process of 
delivery or shortly before, the infant aspirates large 
quantities of amniotic fluid into the lungs. Thrombo- 
plastin and fibrinogen produce fibrin, of which, it is 
thought, the membrane consists. Thus, if pulmonary 
edema is the cause, this process would explain why pre- 
mature infants with underdeveloped vasculature would 
be prone to develop pulmonary hyaline membranes. 

No matter which theory is accepted, it is obvious 
that these lesions have great significance and are not 
associated with true atelectasis. They are of a resorp- 
tion type or secondary atelectasis. This type of pulmo- 
nary disorder occurs most frequently in premature in- 
fants, infants delivered by cesarean section, and infants 
born of diabetic mothers. 

The second characteristic lesion of the premature 
infant is intraventricular cerebral hemorrhage. It arises 
from subependymal hemorrhages occurring in the un- 
differentiated tissue lining certain portions of the lateral 
ventricles. As the fetus reaches maturity, this tissue 
disappears, as such, by differentiating into mature brain 
cells. At the same stage, subependymal and intraven- 
tricular hemorrhages cease to occur.’® 


Miscellaneous factors 


One other question that should be included in this 
discussion is the clarification of the term “‘stillbirth.’’"* 
The term “fetal death” has been adopted in preference 
to “stillbirth” for international use. It should be clear 
that this refers to death in utero, while the term “neo- 
natal death” refers to live-born infants. ‘Perinatal 
death” includes both groups. 
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The fetus that dies in utero is not premature, ex- 
cept perhaps if death is caused by intraventricular hem- 
orrhage. Other factors must be at work, and it appears 
justifiable to reject prematurity as a cause of intra- 
uterine death. Pulmonary lesions such as atelectasis or 
aspiration of amniotic contents cannot account for intra- 
uterine death, since their deleterious effect is on air 
breathing." Mechanical birth injury might cause intra- 
partum death, but not antepartum. 

It is impossible to ascertain the exact extent of 
damage which occurred at birth in autopsies on infants 
who have lived for several hours. In many cases as- 
phyxia neonatorum follows intrauterine distress, 
Some changes permit the distinguishing of the effects 
of one from the other. The following conditions point 
particularly to intrauterine difficulties even if they are 
found in live-born infants:'® Yellow-stained vernix 
caseosa, green nails, a green, friable umbilical cord, the 
aspiration of considerable vernix caseosa which may be 
meconium stained, and the parchment-like appearance 
and peeling of the skin. All of these findings should 
alert the clinician to the possibility of intrauterine dis- 
tress. They are particularly prevalent in the postmature 
infant. 

The study of neonatal death in Chicago? revealed 
abnormal pulmonary ventilation to be the leading cause 
of infant death, occurring in about 44 per cent of the 
8,905 postmortem examinations. The only explanation 
that could be given for these deaths was pulmonary 
dysfunction caused by the immaturity of the lung tis- 
sues, sometimes associated with pulmonary hyaline 
membrane and the collapse of the walls of the alveolar 
ducts, called resorption atelectasis. 

In studying the causes of early infant deaths, it 
is striking to note that the survey in Chicago lists pre- 
mature infants as making up 79.1 per cent of the natal 
rs | deaths. The incidence of prematurity varies from 
7.5 to 11.5 per cent of all live births. Certain relation- 
ships, such as the age, parity, and socioeconomic condi- 
tions of the pregnant women and the quality of prenatal 
care have a definite relationship to the incidence of pre- 
mature birth." 

The incidence of malformations, which are direct- 
ly or indirectly responsible for about 15 per cent of 
early infant deaths,? can be reduced only through fur- 
ther research in the fields of environmental pathology. 
The role that nutrition plays on the developing fetus 
in the first 8 weeks of intrauterine life may shed some 
light. The roles of viral diseases and exposure to ir- 
radiation in the first 12 weeks of intrauterine life are 
becoming better known although they are not yet com- 
pletely understood. 


Mortality reduction 


If the present mortality rates are to be re- 
duced, something must necessarily be done about pre- 
venting and managing prematurity. Prenatal care is 
started late in certain groups of pregnant women, es- 
pecially in patients delivered at county hospitals and 
those delivered at home. More adequate prenatal care 
for these priority groups must be provided. Patients 
who have a premature rupture of the membranes, pla- 
centa previa, or Rh factor or A-B-O blood type incom- 
patibilities should be carried along to full heey of 
the fetus before interruption of the pregnancy. Birth 
injuries can be reduced by enforcing policies requiring 
consultation with a qualified obstetrician in all obstetric 
operations other than low forceps. 

All newborn infants exhibiting respiratory dis- 
tress should be given antibiotics. Their defenses are 
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such that the least virulent organism can constitute a 
definite threat to life, and aspiration of infected am- 
niotic fluid often produces pneumonia. Within 6 hours 
after the onset of labor and rupture of the membranes, 
bacteria can be found in the amniotic fluid.2° Pneu- 
monia occurs only rarely without this history. Penicillin 
and streptomycin, the most commonly used antibiotics 
either for prophylaxis or for treatment of known pul- 
monary infection in the newborn, cannot be expected to 
lower the mortality from pulmonary infection apprecia- 
bly since they are of little value against the organisms 
usually found in the maternal vagina, staphylococci and 
Escherichia coli, which are the predominant offenders 
in these infants. At present, Chloromycetin and eryth- 
romycin may be more effective. 

It seems apparent that interest in the problem of 
fetal and neonatal deaths must begin with the obstetri- 
cian and pediatrician who must expect and demand 
competent assistance in pathologic studies. The obste- 
trician and pediatrician must be familiar with the causes 
of fetal and neonatal-deaths and must not be satisfied 
with incomplete diagnoses based upon cursory macro- 
scopic postmortem examinations. Furthermore, the 
physician’s interest must be expressed concretely by ob- 
taining permission for postmortem examinations on all 
infants dying during the neonatal period, by attending 
such examinations, and by familiarizing the pathologist 
with the problems encountered during the life of the 
patient. This interest must not cease at the time of the 
gross postmortem examination where significant lesions 
are less often observed than in postmortem examina- 
tions of adults, but must continue until the histologic 
studies are completed and the gross and microscopic 
findings are correlated with clinical observations.”* 

Prematurity and atelectasis, both common findings 
in infants dying during the neonatal period, may be the 
only findings noted at the gross postmortem examina- 
tion. As a result, one or both of these lesions may be 
considered by the pathologist as the cause of death, and 
this opinion may be accepted by the clinician. Unquali- 
fied diagnoses such as these add little or nothing to 
knowledge concerning the actual cause of death. Many 
pathologists who attribute fetal and neonatal deaths to 
atelectasis or prematurity are apt to believe that little 
is to be gained by detailed postmortem examination of 
the newborn. This chore is relegated to the newest, 
least experienced member of a department of pathol- 
ogy, who in effect serves an apprenticeship by perform- 
ing necropsies on newborn infants before being per- 
mitted to perform similar studies on adults. This is 
particularly unfortunate because gross alterations com- 
parable to those commonly associated with adults are 
usually absent. 

Since death certificates are filled out before the 
completion of histologic study of the viscera, the pathol- 
ogist is apt to attribute almost all neonatal deaths to 
only the obvious macroscopic abnormalities. The inter- 
est of the obstetrician and pediatrician is a tremendous 
stimulus to careful work on the part of the pathologist, 
but such interest often wanes when the deaths are re- 
peatedly attributed to lesions that were readily pre- 
dictable or demonstrable during life. When interest is 
lost, the obstetrician and pediatrician are likely to make 
only token efforts to obtain permission for autopsies on 
infants dying shortly after delivery.22 This lack of co- 
operation, though unwitting in many instances, between 
the obstetrician, pediatrician, and pathologist dealing 
with newborn infants is truly unfortunate, since there 
is probably no other period of life during which clinical 
diagnoses are so unreliable. 
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The joint committee of the American College of 
Osteopathic Obstetricians and Gynecologists and the 
American College of Osteopathic Pediatricians has pro- 
posed a plan to study perinatal mortality, utilizing the 
results of similar studies made by groups in New York 
and Philadelphia.* 

A. Purposes of the study would be: 

1. To determine as accurately as possible the 
causes of perinatal mortality. 

2. To determine the extent of preventability of 
perinatal deaths. 

3. To supply pertinent information concerning 
perinatal mortality which cannot be collected by the 
usual vital statistics, such as information on (a) pre- 
natal care, (b) medical care, (c) analgesia and anes- 
thesia, (d) past obstetrical history, and (e) detailed 
pathologic findings. ° 

B. Methods of the study would include postmor- 
tem studies on fetal deaths and neonatal deaths oc- 
curring within 30 days after birth. 

1. A special staff of physicians would be as- 
signed to complete the obstetric, pediatric, and patho- 
logic records for each death. 

2. All perinatal deaths should be reviewed by a 
panel consisting of an obstetrician, pediatrician, and 
pathologist. The review should cover preventability, 
factors of responsibility, and causes of death. The ulti- 
mate results should represent the composite judgment 
of the group after differences of opinion have been re- 
solved through discussion. 

3. All cases should be classified as not prevent- 
- preventable, doubtfully preventable, and unclassi- 
fied. 

4. The records should also include one or more 
of the following responsibility factors (regardless of 
preventability) : (a) inadequate prenatal care, (b) er- 
rors in medical judgment, (c) errors in medical tech- 
nics, (d) family at fault, (e) unqualified medical at- 
tendant, (f) unavoidable disaster, (g) inadequate 
pediatric care, and (h) intercurrent infection. 


Conclusions 


C. Some suggestions and resolutions to speed up 

the decline in perinatal mortality are: 
1. Preconceptional care—by investigating fam- 

ilies in which there has been pregnancy wastage in the 
interval between pregnancies, delving deeper into the 
realms of environmental pathology. 
2. Prenatal care—by identifying, locating, and giv- 

ing high quality care to all pregnant women, especially 
those in lower socioeconomic strata. 
3. Intrapartum and postpartum care—by dissemi- 
nating and applying currently accepted standards and 
physiologic principles in all obstetric deliveries and 
especially in the premature birth, and the liberal use of 
qualified consultation in obstetric and pediatric newborn 
practice. 
4. Autopsies in perinatal deaths—by attempting 

to raise the number and quality of autopsies at hospital 
and community levels so as to better evaluate, if possi- 
ble, the causes of perinatal mortality on an anatomic 
basis. 
5. Examination of placentas—by saving placen- 

tas at least 24 hours following delivery at all hospitals. 
Considerable information will become available as a re- 
sult of examination of the placentas. 
6. Formation and development of perinatal mor- 

tality committees patterned after: the existent maternal 
mortality committees. These committees should repre- 
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sent the cooperation of the county society and local 
health officers. 
5255 South Compton Ave. 
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Pathogenesis, diagnosis, 
and treatment* 
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R ESPIRATORY ACIDOSIS is a common concomi- 
tant of chronic pulmonary diseases such as chronic 
bronchial asthma, fibrosis and emphysema, and bron- 
chiectasis. Recognition and understanding of the de- 
velopment of this complication are important in the 
proper management of these diseases. 


Pathogenesis 


Normally when there is an increase in the carbon 
dioxide content of the blood, the respiratory center is 
stimulated to increased activity. The resultant increase 
in pulmonary ventilation lowers the carbon dioxide con- 
tent of the blood to normal.’ In patients with disturbed 
ventilatory function, the attempt to increase ventilation 
is inadequate for reducing the carbon dioxide to a nor- 

*From the Los Angeles County Osteopathic Hospital. Dr. Riegel is 
Senior Assistant in Medicine, and Dr. Brothers is Chief of Medical Serv- 
ice and Assistant Medical Director. This paper was presented at the 


Western Study Conference of the American College of Osteopathic In- 
ternists, March 23, 1957. 


144 


8. Potter, E. L.: State of lungs at birth, J. Am. M. A, 159:134]. 
1342, Dec. 3, 1955. 

9, Tovell, R. M., Bannister, W. K., and Little, D. M.: Resuscita. 
tion of newborn premature infant. J. Am. M. A. 159:1337-1338, Dee, 3, 
1955. 

10. Cole, W. C. C.: Symposium on care of premature infant; re. 
suscitation of newborn premature infant. Pediat. Clin. North America 
1:527-539, August 1954. 

11. Little, D. M., Jr., and Tovell, R. M.: Collective review: physi- 
ological basis for resuscitation of newborn. Internat. Abstr. Surg. 86; 
417-428, 1948; in Surg., Gynec. & Obst., May 1948, K 

12. Gruenwald, P.: Pathology of perinatal distress. A. M. A. Arch, 
Path, 60:150-172, August 1955, 

13. Gruenwald, P.: Asphyxia, trauma and shock at birth. Arch, 
Pediat. 67:103-115, ‘March 1950. 

14, Gruenwald, P.: Evaluation of perinatal deaths. Obst. & Gynee, 
6:471-481, Nov. 1955. 

15. Gruenwald, P.: Problems of premature infant. Roundtable, 
American Academy of Pediatrics, New York, 1956. 

16. Gitlin, D., and Craig, J. M.: Nature of hyaline membrane in 
asphyxia of newborn. Pediatrics 17:64-71, Jan. 1956. 

17, Gruenwald, P., in Conference on pulmonary hyaline membranes, 
Fifth M & R Pediatric Research Conference, Philadelphia, 1952. M & R 
Laboratories, Columbus, Ohio, 1952. 

18. Gruenwald, P.: Subependymal cerebral hemorrhage in premature 
infants, and its relation to various injurious influences at birth. Am. J, 
Obst. & Gynec. 61:1285-1292, June 1951. 

19. Clifford, S. H.: Clinical significance of yellow staining of ver- 
nix caseosa, skin, nails and umbilical cord of newborn. Am. J. Dis, 
Child. 69:327-328, May 1945. 

20. Potter, E. L.: Pulmonary pathology in newborn, in Advances 
in pediatrics. Year Book Publishers, Chicago, 1953, vol. 6. 

21. Arey, J. B.: Role of pathologist in reducing neonatal mortality, 
Philadelphia Med. 48:737, Jan. 10, 1953. 


mal level. These patients develop a chronically elevated 
carbon dioxide level in the blood and an associated 
anoxemia.? The respiratory center is eventually dulled 
by the prolonged higher concentrations of carbon di- 
oxide, and further increases in concentration become 
relatively ineffective in stimulating the respiratory 
center.® 

At this point an auxiliary stimulus to pulmonary 
ventilation assumes control. Anoxemia stimulates the 
carotid body and aortic body chemoreceptors. These 
mechanisms, via the ninth and tenth cranial nerves, re- 
spectively, stimulate the respiratory center, causing in- 
creased respiration. Anoxemia may then supersede 
carbon dioxide retention as the stimulus to respiration 
in chronic pulmonary disease associated with impaired 
ventilatory function.‘ Anoxemia and cyanosis will 
be somewhat alleviated in such a patient if oxygen 
is given in high concentration. However, this removes 
the sole effective stimulus to respiration, decreasing the 
respiratory rate and causing further accumulation of 
carbon dioxide. Also if morphine and barbiturates are 
given, these will directly depress the respiratory center 
and the Hering-Breuer reflex. This depression de- 
creases the respiratory rate and leads to further carbon 
dioxide retention and hypoxemia, which in turn may 
depress the carotid body itself.® 

Since carbon dioxide forms carbonic acid when 
dissolved in water, an accumulation of carbon dioxide 
in the blood tends to produce acidosis, and the pH of 
the blood drops. The blood buffer systems can compen- 
sate for moderate increases in carbonic acid, but only 
to a certain point. The kidneys also attempt to over- 
come this acidosis of respiratory origin. There is in- 
creased excretion of acid urine with high chloride ion 
concentration. Sodium is retained. However, renal 
compensation is a slow and limited process and is in 
essence an attempt to produce a metabolic alkalosis to 
counterbalance the respiratory acidosis.? If carbon di- 
oxide accumulates rapidly, uncompensated acidosis de- 
velops, which, if unrecognized and untreated, may lead 
to death. 
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Diagnosis 


Predisposing Factors.—The possibility of the de- 
velopment of uncompensated respiratory acidosis 
should be considered in patients with chronic pulmo- 
nary diseases such as chronic bronchial asthma, pulmo- 
nary fibrosis and emphysema, and bronehiectasis. These 
patients often develop complications which further im- 
pair pulmonary ventilation. A superimposed bronchitis 
or pneumonia should be viewed with concern, as should 
a paroxysm of bronchospasm, and the accumulation of 
and inability to raise secretions. The development of cor 
pulmonale may signal the presence of respiratory aci- 
dosis because the two conditions often occur simulta- 
neously. The history of previously administered nar- 
cotics or sedatives, or oxygen in high concentration, 
should suggest the possible development of this con- 
dition. 

Symptoms.—An increase in any of the patient’s 
previous respiratory symptoms may occur, associated 
with increased tachypnea and cyanosis. Symptoms of 
right heart failure may be present and there may be in- 
creased tachycardia.® Mental changes frequently occur. 
Anxiety, apprehension, and irritability may be pro- 
duced by hypoxia, but drowsiness develops with pro- 
gressive respiratory acidosis. Delirium, coma, and death 
may follow.’ 

Laboratory Findings.—With uncompensated re- 
spiratory acidosis, laboratory tests reveal elevated car- 
bon dioxide power, elevated serum sodium, and lowered 
serum chlorides. Low blood pH is an inevitable finding.‘ 


Treatment 


The preceding sections show that the administra- 
tion of high concentrations of oxygen not only fails to 
alleviate the situation, but may make it worse. The 
prime need is elimination of carbon dioxide by an in- 
crease in pulmonary ventilation. The reversibility of the 
condition is based on the assumption that if the patient 
is hyperventilated until blood values are within the nor- 
mal range, the cardiopulmonary system will then be able 
to maintain this equilibrium.” Therefore, therapy has 
two aims: one is to hyperventilate the patient to over- 
come the respiratory acidosis, and the other is to elimi- 
nate all possible precipitating factors which might lead 
to its immediate recurrence. 

Voluntary hyperventilation is unsuccessful. The 
energy expended exceeds the benefits derived and gen- 
erally the patient is doing all that he can already. Vari- 
ous mechanical modalities have been used to assist in 
hyperventilation, such as the intermittent positive pres- 
sure breathing apparatus (IPPB) which uses com- 
pressed air.*. Bronchodilators, such as aminophylline, 
10 cc. intravenously, or nebulized Isuprel (1:200), are 
helpful adjuncts. Exsufflation apparatus may also be 
helpful. 

If the patient’s condition is extremely serious, he 
may have to be placed in a respirator in which respira- 
tions may be completely regulated mechanically. A 
tracheotomy is usually performed concomitantly. This 
not only facilitates aspiration of secretions from the 
tracheobronchial tree, but also decreases the dead air 
space, which is a beneficial procedure in itself. 

Pneumoperitoneum, which is produced by raising 
the flattened diaphragm to a point where it is again 
functional, may augment ventilation.? An abdominal 
belt or binder may act similarly. When the patient can 
cooperate, exercises in abdominal breathing are a pos- 
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sible aid to respiratory function.1° Sodium salicylate (6 
to 8 grams intravenously over a 1 hour period) is said 
to increase the respiratory rate by stimulating the re- 
spiratory center directly.” 

Precipitating factors must be eliminated. Infection 
should be treated vigorously with antibiotics. Detergent 
aerosols, such as Alevaire, which liquefy secretions are 
helpful. Bronchospasm should be combated with bron- 
chodilators as previously mentioned. Steroids may be 
helpful here. In the event narcotics have been given, 
their effect can be counteracted by the use of Nalline 
(5 to 10 mg. intravenously). Depressant drugs are to 
be avoided.? If cor pulmonale is present, it should be 
treated with digitalis, diuretics, phlebotomy, and low so- 
dium intake.” 

Oxygen may be used in low concentrations. It is 
recommended that it be given by nasal catheter with a 
flow of 1 liter per minute for the first 24 hours. The 
dosage may be increased 1 liter per minute each day un- 
til a maximum of 6 liters per minute is reached. When 
oxygen is to be discontinued, it should be withdrawn 
slowly.2, Oxygen-carbon dioxide mixtures should not be 
used. 

The use of Diamox is debated, for although it low- 
ers blood carbon dioxide levels, it may also lower the 
blood pH. This effect is in addition to its usual role as 
a mild diuretic.* 


Summary 


In pulmonary disease causing impaired ventilation, 
carbon dioxide tends to accumulate in the blood. The 
respiratory center becomes relatively unresponsive to 
increases in carbon dioxide, and anoxemia then be- 
comes the dominant stimulus to respiration. A marked 
increase in the carbon dioxide level of the blood may 
lead to acidosis which is beyond the compensating abil- 
ity of the buffers and kidneys. Therapy is aimed at in- 
creasing pulmonary ventilation, thereby restoring the 
normal blood composition, and overcoming precipitating 
factors. Overzealous use of depressant drugs and oxy- 


gen may lead to death. 
Los Angeles County Osteopathic Hospital 
1100 N. Mission Road 
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LABOR with RELAXIN 
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I HIS IS A PRELIMINARY report of clinical 


studies made on obstetrical patients at term to evaluate 
the effect of the hormone relaxin on the human cervix 
and on labor. 


Historical note 


The hormone was first described by Hisaw' in 
1926. On the basis of evidence gathered in subsequent 
years, the conclusion was reached** that relaxin was a 
true hormone of pregnancy. This conclusion was the 
result of the demonstration of the physiologic effects of 
relaxin, which include the production of relaxation of 
the pubic symphysis and dilatation of the cervix*’ 
in various animal species. It was also found, in hu- 
mans as well as animals, that during pregnancy there 
is a continued rise in blood concentration of relaxin 
until parturition, after which there is a precipitous 
drop.® 

Clinical use of relaxin has not been based on any 
of the properties mentioned, but rather on another of 
its actions, the inhibition of uterine contractility.? On 
this basis, relaxin has been used for the prevention of 
premature delivery'® and for the treatment of dys- 


menorrhea.'! The influence of the hormone on pubic 
symphysis relaxation and cervical dilatation would 
seem to point to a role in facilitation rather than inhi- 
bition of obstetrical delivery. The fact that high blood 
titers persist until parturition is also suggestive of this 
conclusion. Furthermore, Posse and Kelly,?? who stud- 
ied the effects of relaxin on uterine motility by a toco- 
metric technic, pointed out that the effects varied with 
the phase of the menstrual cycle, and that the inhibi- 
tion of uterine motility produced by the hormone was 
weakest in the presence of the corpus luteum. The 
effect was found to be tachyphylactic and transient, 
lasting only about an hour even at high dosage, and 
usually after three doses no further action was ap- 
parent. 

Relaxin has been reported to be nontoxic for hu- 
man beings even at high dosage.’* The physiologic 
effects of the hormone, in contrast to its clinical use as 
a uterine depressant, suggested that an attempt to 
utilize relaxin for facilitation of delivery might be 
rewarding. 


Experimental data 


The relaxin used in these studies was the purified 
preparation Cervilaxin.* It is supplied in 2 ml. ampules 
containing 20 mg./ml. equivalent to 3,000 guinea pig 
units of active material. 

The material was tested on a total of 68 patients ; 
pertinent data are summarized in Table I. The patients 


*The Cervilaxin used in these studies was supplied by the Research 
Division, National Drug Company, Philadelphia, Pennsylvania. 
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: TABLE I—ANALYSIS OF GROUPS } TREATED hed ITH CERVILAXIN : 
° Group Number Age Previous Pregnancies : 
. of Patients Average Range Average No. individuals having . 
: Number 0 1 2 3 4 : 
: Prodromal : 
: phase 18 29.78 20-38 1.83 1 5 9 2 1 ° 
: Uterine : 
° dysfunction 29.95 20-39 0.66 11 2 1 0 ® 
Induction 
~ of labor 29 27.48 20-39 1.55 4 10 12 1 2 e 
Totals 68 28.75 20-39 1.35 : 
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can be considered in three-groups. The first comprises 
18 women who were admitted to the hospital in the 
prodromal phase of labor, and who were judged to 
be 24 to 48 hours from actual delivery. For a variety 
of reasons, including allayment of apprehension, diffi- 
culty of travel, and desire of the patient’s own doctor 
to be present at delivery, it was decided to attempt to 
shorten the prodromal course and facilitate the onset 
of labor rather than to follow the usual procedure of 
awaiting spontaneous occurrence. 

In the second group are 21 patients who were 
broadly classed as having uterine dysfunction. The 
common denominator in this group was that all the 
patients had been in active labor for varying periods 
(up to 24 hours) with minimal fetal descent and 
delayed cervical dilatation. The third group consists 
of 29 women who were at term but not in labor, and in 
whom it was considered desirable to induce labor for 
therapeutic reasons. 

Criteria used for starting relaxin, in this series, 
were as follows in the various groups: 

1. Prodromal phase: cervix hard, 1 to 2 cm. 
dilated. 

2. Uterine dysfunction: presenting part engaged 
and cervix hard, tense, and 3 to 6 cm. dilated. 

3. Induction. of labor: condition of the cervix sec- 
ondary to the indications for the induction. 

After a series of trials, a standard procedure was 
adopted as producing optimal results. Two ml. (40 
mg.) of relaxin were diluted to 250 ml. in saline and 
administered by intravenous drip through one arm of 
a Y-tube. Initial rate of administration was 6 ml. per 
minute. At the end of 10 minutes marked cervical 
softening and dilatability were almost uniformly ob- 
servable. If the membranes were intact, at this point 
they were ruptured surgically, a procedure which was 
facilitated by the cerxical softening. At the same time, 
the rate of the relaxin administration was reduced to 
3 ml. per minute. It has been reported® that relaxin 
disappears rapidly from the blood stream after injec- 
tion, and the reduced rate of relaxin administration 
was considered as serving to maintain the effective 
blood levels reached by the initial relatively rapid 
injection. 

Coincident with the change in rate of administra- 
tion of relaxin, if considered necessary, an infusion of 
oxytocin injection, U.S.P. (0.1 ml. in 250 ml. of 


TABLE 1I—RESULTS OF CERVILAXIN ADMINISTRATION 


saline) was begun at the rate of 3 ml. per minute 
through the other arm of the Y-tube. It is my practice 
to avoid the use of oxytocics in labor unless strongly 
indicated, but many of the cases in this study were 
exercises in induced labor and it was felt that the soft- 
ness effected by the relaxin would minimize some of 
the dangers attendant upon the use of oxytocin and per- 
mit the utilization of minimal doses. Fifty-seven of the 
68 patients were treated with oxytocin; as might be 
expected, the majority who did not receive this treat- 
ment were in the uterine dysfunction group, where 
active labor was established before the administration 
of relaxin was begun. 

In many cases the amounts of relaxin and oxy- 
tocin prepared by dilution were not completely utilized, 
since the desired effect was obtained with only part of 
the total dose. In 12 instances, a second course of in- 
jection was undertaken; in these patients the standard 
quantities of materials were insufficient to produce the 
results wanted. 

The conduct of examination of the patients was 
by palpation of the cervix through the vagina. At the 
onset of the relaxin infusion the cervix was continu- 
ously palpated in this manner for 10 minutes. Further 
progress was detected by frequently repeated vaginal 
examinations. 


Results and discussion 


Good results were obtained in all patients except 
3 who showed no obvious response to relaxin. In 3 
additional cases, although response to the hormone 
was good, delivery eventually had to be by cesarean 
section. Almost immediate softening and dilatability 
of the cervix were noted uniformly; there was con- 
siderable individual variation but generally within 10 
minutes the cervix was significantly softer and more 
dilatable, as determined by continuous palpation 
through the vagina. As already mentioned, this facili- 
tated surgical rupture of the fetal membranes. With 
the onset of labor, cervical dilatation increased rapidly. 

Table II presents the actual times for the comple- 
tion of the first stage of labor, measured from the be- 
ginning of the relaxin administration. For the group 
as a whole, this time was 2 hours and 20 minutes. For 
the prodromal group, time was 1 hour 59 minutes; for 
the uterine dysfunction group, 2 hours 48 minutes; 


and softening were manifest. 
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Group Results x Average Time of First Stage of Labor 
Good Poor All patients Primaparas 

Prodromal 

phase 18 0 1 hr. 59 min 55 min. 
Uterine 

dysfunction 21 0 2 hr. 48 min. 3 hr. 19 min.* 
Induction 

of labor 26 3 2 hr. 37 min. 5 hr. 10 min. 

Averages 2 hr. 29 min. 2 hr. 50 min. 


*Delivery in 3 patients in this group was by cesarean section despite the fact that effects of Cervilaxin on cervical dilation 


tTime represents average of 3 patients, 1 of this group being considered a failure. 
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and for the induced labor group, 2 hours 37 minutes. 
These data must be examined in the light of the fact 
that the trial was uncontrolled and that in a sense the 
examination of 68 patients represents nothing more 
than an elaborate preliminary study. Nevertheless, the 
average times taken for completion of the first stage 
of labor were appreciably shorter than those noted in 
patients whose deliveries were by classical methods. 
Another factor which must be considered is that a high 
percentage of the cases included in this study consti- 
tuted definite obstetrical problems. 

Some of the cases in this series might be men- 
tioned specifically. One is that of a 38-year-old woman 
whose only other pregnancy had been 14 years earlier 
and whose first stage of labor under this approach was 
4 hours 30 minutes. Another is of a 34-year-old 
woman whose two previous labors had both exceeded 
24 hours in duration but who on this occasion completed 
her first stage of labor in 3 hours and 30 minutes. A 
third patient, whose only other pregnancy had been 16 
years earlier, was in tumultuous labor as a result of oxy- 
tocin administration, but with minimal cervical dilata- 
tion, and the possibility of uterine rupture was feared. 
Administration of relaxin caused an immediate cervical 
relaxation and labor proceeded uneventfully. 

Examination of the results obtained with primi- 
parous individuals again suggests the efficacy of the 
procedure followed. In all cases the times for comple- 
tion of the first stage of labor are well below those 
usually observed. 

Delivery in three patients in the uterine dysfunc- 
tion group was by cesarean section, although it had 
been hoped that the effects of the relaxin might obviate 
the necessity. In these cases, the effect of relaxin was 
apparent but section was still necessary because of 
known cephalopelvic borderline variations. In the re- 
maining 18 cases of the uterine dysfunction group, it is 
my opinion that the palpable softening effect of the 
relaxin on the cervix permitted uterine contractions to 
attain the degree of fundal dominance which is neces- 
sary for retraction of the cervix. 

As has been intimated, it appeared that the unde- 
sirable effects of oxytocin were largely obviated when 
it was given concurrently with relaxin and that the 
effective dosage of oxytocin was reduced. No trau- 
ma ‘ascribable to the use of oxytocin was noted in 
any of these patients, although it must be stressed that 
the series of 57 patients in whom oxytocin was used is 
not large enough to justify a definite statement. How- 
ever, in theory, the cervical softening and dilatation 
produced by relaxin should provide an outlet for the 
increased uterine pressure caused by oxytocin and at 
the same time reduce the amount of pressure necessary 
for expulsion of the fetus; the results obtained in this 
series are consistent with this view. 

I have mentioned cervical softening and dilatation 
caused by relaxin. Actually, from the mechanistic 
viewpoint, it is not possible to be sure whether the 
dilatation is a primary effect of the hormone or is 
rather a secondary action resulting from the lessened 
resistance of the softened tissue to uterine pressure. 
In any event, the over-all result is a markedly dilated 
cervix, which facilitates surgical rupture of the fetal 
membranes and either spontaneous or forceps delivery. 

Three patients did not respond to the relaxin- 
oxytocin approach but spontaneous labor and delivery 
took place the following day. The reasons for these 
failures could not be determined. 

Side effects possibly attributable to relaxin were 
observed in only one case. In this instance, the patient 
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complained of vertigo. The infusion was stopped and 
the vertigo disappeared, but reappeared when the infu- 
sion was started again. With the third trial the vertigo 
did not reappear, and the infusion was completed un- 
eventfully. 

No other side effects were noted, and in no case 
was postpartum bleeding increased as a result of the 
relaxation of the tissues. There was no interference 
with the analgesics and anesthetics used, nor was there, 
in my opinion, any case where relaxin, at the doses em- 
ployed, appeared to interfere with uterine contractions, 

No deleterious effects on the infants that could be 
attributed to the hormonal treatment were seen ; in fact, 
it would seem that the cervical dilatation and conse- 
quent reduction in resistance to pressure caused by 
relaxin definitely reduces the risk of cerebral trauma in 
the infant during labor. 


Summary 


Cervilaxin, a preparation of the hormone relaxin, 
was tested in 68 patients as an adjuvant in labor. The 
material caused cervical softening which facilitated 
dilatation and appeared to reduce the time required for 
completion of the first stage of labor. In a very high 
percentage of patients the over-all process of parturi- 
tion was more easily established and more readily con- 
summated. 

A method of conducting labor with Cervilaxin and 
oxytocin or with Cervilaxin alone is outlined. Expe- 
rience with this method in the management of patients 
in prodromal labor, in the induction of labor, and in 
those with uterine dysfunction is presented. Experi- 
mentation with the use of Cervilaxin in parturition is 
continuing. 


Addendum 


Between the time the above report was submitted 
for publication and the day of public announcement of 
the project by the Philadelphia College of Osteopathy 
on September 4, 1957, the number of obstetric patients 
studied with relaxin increased to 117. The findings 
noted above, rapid softening and dilatability of the cer- 
vix, and the time intervals charted have been sub- 


stantiated. 
48th and Spruce Sts. 
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icici LESIONS within the spinal 
canal which compress the spinal cord or its nerve roots 
are frequently encountered in neurosurgical practice. 
The spinal compressive lesions offer a provocative 
diagnostic and therapeutic challenge since most are 
surgically accessible and many are removable. The 
significance of this in terms of benefit to the patient 
is evident, particularly when contrasted with the less 
optimistic outlook associated with many intracranial 
space-occupying lesions. 


Diagnosis 


When the clinical history suggests the possibility 
of an intraspinal mass, confirmation is secured by 
neurologic findings, spinal fluid studies, and myelog- 
raphy; and a reasonably accurate anatomic diagnosis 
may define the longitudinal and transverse extent of 
the lesion. 

With this information at hand, the pathologic diag- 
nosis is next considered. Frequently this may be plausi- 
bly inferred from the history, physical findings, and 
accessory data, but in many instances confirmation 
must await surgical exposure or microscopic examina- 
tion of the tissues. The uncertainty of the pathologic 
diagnosis in connection with brain tumors was aptly 
characterized by Fincher? when he indicated that in the 
last analysis, until the lesion has been exposed, each 
tumor is a “prize box” with respect to its pathology 
and surgical management. As much can be said for 
intraspinal masses, and conjecture about their patho- 
logic nature varies from knowledgeable supposition to 
ignorant speculation. 

Faced with this difficulty, it is tempting to turn to 
statistics which indicate the relative frequency of oc- 
currence of the various compressive lesions, and to 
evoke therefrom an image of neoplasm or inflamma- 


*Presented at the Annual Meeting of The American College of 
Neuropsychiatrists, New York City, July 13, 1956. 
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tory mass or herniated nucleus pulposus. Undue reli- 
ance upon this sort of information, however, carries 
with it the threat of neglect of other possibilities of 
pathologic change. 


Incidence 


Our surgical experiences in recent years have pro- 
vided unexpected encounters with solitary spinal arach- 
noid cysts regarded preoperatively as tumors. Because 
of the relative frequency of occurrence of this lesion 
in our experience, we feel that it is worth while to 
call attention to it and to suggest that it should be con- 
sidered as a separate entity in the physician’s thinking 
as well as in his list of pathologic processes producing 
intraspinal compression. 

A cursory examination of the literature reveals 
little information about the solitary arachnoid cyst. 
Wolf,? for example, gives a tabulation of the patho- 
logic nature of 345 expanding or space-taking lesions 
of the spinal canal or its contents. Of these lesions, 
253 are described as primary or metastatic neoplasms ; 
the remaining 92 are listed as the consequence of her- 
niation of the nucleus pulposus (81), inflammatory 
processes (9), or abnormal changes in vertebrae (2). 
Arachnoid cysts are not listed in this table. Elsewhere 
in the same text*® there is a discussion of spinal arach- 
noiditis which mentions in passing the arachnoid cysts 
associated with leptomeningitis which result from in- 
flammatory processes or underlying intrinsic spinal 
cord disease; again, incidence is not recorded. 

By contrast in the private surgical practice of one 
of us, there have been 4 instances of solitary spinal 
arachnoid cysts in 52 consecutive laminectomies per- 
formed for intraspinal space-occupying lesions. This is 
a significant incidence of 7.7 per cent which justifies 
notation. 

Following are condensed histories of the 4 cases 
with pertinent data. 


Case reports 


Case 1—A 34-year-old white female paraplegic 
had motor and sensory defects consistent with a com- 
plete cauda equina lesion when first seen by us. 

Past history revealed that 11 years earlier the 
patient had spinal anesthesia for a laparotomy, and 
postoperatively she had a total sensory and motor pa- 
ralysis from the waist down. This gradually disap- 
peared over a 3-month period; however, she was left 
with a persistent burning and aching in the left first 
and second lumbar dermatomes. Several months before 
visiting this office, she had fallen flat on her buttocks 
and had experienced immediate low-back and hip pain. 
This pain had persisted up to the time of an automobile 
ride, during which she first noticed a feeling of numb- 
ness and weakness in both lower extremities. This 
had become progressively worse for several weeks. On 
consultation, a diagnosis of a centrally herniated nucleus 
pulposus at the level of the fourth or fifth lumbar ver- 
tebra had been made, but myelography disclosed no 
obstruction. During the next 4 months her disability 
had increased until she became bedridden. 

A myelogram taken by us disclosed a symmetrical 
filling defect at the level of the first lumbar interver- 
tebral disk. Laminectomy at this level revealed a dark, 
nonpulsating dura. Subjacent to the dura was an arach- 
noid cyst measuring 2 cm. by 5 cm., filled with clear 
spinal fluid. The cyst touched the conus medullaris and 
compressed the subjacent cauda equina. With scarifi- 
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cation of the cyst, the nerve roots floated free, dural 
pulsation was established, and the dura assumed its 
normal color. Careful exploration of the exposed area 
revealed no other cysts or adhesive bands ; explorations 
of the disk spaces at the first, fourth, and fifth lumbar 
vertebrae revealed no nuclear herniation. 

On the first postoperative day the patient was able 
to move her legs and was free from pain in the lower 
extremities ; 1 week postoperatively all signs of neuro- 
logic deficit had disappeared, and she was symptom free 
and ambulatory. 

Case 2.—A 41-year-old white woman was seen for 
a complaint of bilateral sciatic pain, paresthesias in the 
feet, and urinary urgency and frequency of 3 months’ 
duration. These symptoms appeared following a fall to 
the ground. 

Neurologically, the patient presented hypesthesia 
of both lower extremities up to and including the sec- 
ond lumbar dermatomes, without significant reflex 
changes. There was a reversal of the usual thoracic and 
lumbar spinal curves which had always been present. 
Percussion of the lower thoracic and upper lumbar 
spinous processes produced radiating sciatic pain bi- 
laterally. A myelogram suggested a partial obstruction 
at the level of the third lumbar vertebra. 

A laminectomy of the second, third, and fourth 
lumbar vertebrae exposed a nonpulsating dura. Incision 
of the dura revealed an arachnoid cyst dorsal to the 
elements of the cauda equina, measuring 1.5 cm. by 1 
em. Scarification of the arachnoid and evacuation of 
the cyst restored dural pulsation. Arachnoid thickening 
or adhesive bands were not observed. The subdural and 
subarachnoid spaces appeared normal ; transdural palpa- 
tion of the disk spaces revealed no herniation. 

Following the operation, the patient had complete 
relief from sciatic pain and urinary difficulty. Two 
vears later, the hypesthesia had disappeared except for 
some numbness and weakness in the right foot, and 
flexion of the lumbar spine was locally painful. 

Case 3.—A 41-year-old white woman had had pro- 
gressive difficulty in using her legs for several years. 
This difficulty had a sudden increase in severity first 
noticed during an episode of severe coughing 3% 
months prior to examination. 

Ten years ago she had slipped twice on a wet pave- 
ment and twisted her ankle, and had developed transient 
cramps in both calves. Three years later she had had a 
spinal anesthetic for an abdominal operation, but with- 
out any postanesthetic sequellae. Five years after twist- 
ing her ankle she had hurt her low back lifting a heavy 
tarpaulin. Since that time she had fallen frequently 
because of what she characterized as a feeling of weak- 
ness in her back. She had had urinary urgency and fre- 
quency since that time as well. 

When seen in this office, the patient was confined 
to a wheel chair. She had abdominal distention and 
marked spastic paraplegia of the extensor type. There 
was no gross sensory impairment in the lower extremi- 
ties except for intense hyperesthesia in the right second 
lumbar dermatome. Myelography disclosed slight delay 
and deviation to the left of the dye column at the level 
of the twelfth thoracic disk space. 

Laminectomy of the twelfth thoracic and first and 
second lumbar vertebrae revealed a nonpulsating dura. 
Subjacent to the dura was a dorsally placed arachnoid 
cyst containing clear fluid and measuring 2 cm. by 1 
cm., which was depressing the conus medullaris. The 
cyst was evacuated, but the conus depression persisted. 
Other gross pathologic change in this area could not be 
identified. 
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Postoperatively, the patient showed no improye- 
ment subjectively or objectively; 1 year later her para- 
plegia had progressed to the flexion type. 

Case 4.—A 27-year-old white woman complained 
of low-back pain radiating into both thighs which was 
particularly severe on the left side and associated with 
inability to straighten the leg. This complaint had de- 
veloped progressively over 4 years and had begun ap- 
proximately 1 month after a fall which injured her 
back. The only other complaint was urinary frequency, 

Objectively, the left thigh measured 1 inch less 
than the right and the left Achilles reflex was ques- 
tionably impaired. Mild hypesthesia was demonstrable 
in the left lower extremity with paresthesia in the left 
third lumbar dermatome. Spinal fluid protein was 78 
mg. per 100 cc., and myelography disclosed an obstruc- 
tion resembling a tumor at the first, second, and third 
lumbar vertebral level. 

Laminectomy at this point revealed hypertrophy of 
the ligamenta flava and absence of dural pulsation, 
Dural incision exposed the elements of the cauda equina 
which were symmetrically stretched about a centrally 
placed arachnoid cyst measuring approximately 5 em. 
by 1.5 cm. Scarification of the cyst allowed the escape 
of clear fluid under pressure and the taut nerve roots 
then floated freely. Intradural and extradural explora- 
tion disclosed no gross meningeal pathologic change or 
disk herniation. 

The patient’s leg pain disappeared several days 
postoperatively. 


Discussion 


The preceding cases suggest several observations. 
Although all 4 patients were women, this is probably 
coincidence. In each instance there was a history of 
trauma, although in Case 1, the first neurologic symp- 
toms were associated with the administration of a spinal 
anesthetic. This patient’s history might suggest that the 
cyst formation was attributable to spinal anesthetic ad- 
ministration, and the subsequent exacerbation in symp- 
tomatology to refilling or a shift in the position of the 
cyst as a result of trauma. Spinal anesthesia has been 
the subject of so much unwarranted criticism in recent 
vears*® that we feel constrained to point out that in this 
case the administration of a spinal anesthetic may 
simply have caused a shift in a pre-existing cyst so that 
an asymptomatic space-occupying lesion became com- 
pressive. In this connection, one of us has recently 
learned of two instances of paraplegia attributed to 
spinal anesthetic action which were subsequently estab- 
lished by early laminectomy as the consequence of 
tumor (cyst?) shift. It cannot be denied that massive 
adhesive, cystic leptomeningitis may develop as the con- 
sequence of the chemotoxic effect of an anesthetic agent 
on nerve and meningeal tissue ; the mechanism and its 
catastrophic results are well known. Nevertheless, no 
such effect is demonstrable here; and while it may be 
said that spinal anesthetic administration certainly was 
a precipitating factor, there is no conclusive evidence 
that it was the etiologic agent in the formation of the 
cyst. 

The onset of neurologic symptoms in the other 
cases is clearly related to trauma. Here again arises the 
question of whether the trauma was causative or mere- 
ly precipitating. It should be noted that in no case was 
there any evidence of peridural, intradural, subarach- 
noid, or dural disease, inflammatory process, or adhe- 
sion formation to account for cyst formation. 
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It is interesting that the cysts were mid-line in 
position and related to the cauda equina at or just be- 
low the level of the conus medullaris. The constancy of 
location suggests the speculation that this may be a 
congenital defect associated in some fashion with 
closure of the terminal portion of the neural tube and/or 
the formation of the subarachnoid space. The sub- 
arachnoid space develops from a split in a single sheet 
of mesenchyme to form two layers—pia mater and 
arachnoid—at the time when cerebrospinal fluid is first 
formed. The separation of the two layers is never com- 
plete since fine trabeculae persist, breaking up the sub- 
arachnoid space into an interconnecting series of locula- 
tions. A guess may be hazarded that on a developmen- 
tal, inflammatory, or traumatic basis, a loculation may 
be partially sealed off and that by a ball-valve mech- 
anism, the loculation may gradually fill to become a 
space-occupying lesion. 


Conclusions 


Single arachnoid cysts of uncertain etiology occur 
with significant frequency as intraspinal space-occupy- 
ing and compressing lesions. The symptomatology and 


CASE REPORTS 


The acute gastric dilatation 
as a complication of a 
turnbuckle body cast* 


LLOYD L. MRSTIK, D.O. 
Detroit, Michigan 


l ‘ 15-YEAR-OLD GIRL, well nourished and in 
apparent good health, was admitted to the Detroit Osteo- 
pathic Hospital with a chief complaint of a marked 
prominence of the right scapula. This was first noticed 
by the patient’s father 2 weeks prior to admission. 
There was no past history of rickets, poliomyelitis, or 
other unusual childhood diseases. 

The physical examination revealed a marked scoli- 
otic curve with the convexity to the right, with the cen- 
ter located approximately at the eighth dorsal vertebra. 
The usual secondary curves of the cervical and lumbar 
areas could be demonstrated. As a result of rotation of 
the vertebra, the ribs on the side of convexity showed 
an increase in angularity, producing the ‘“razor-back” 
deformity. The prominent shoulder was on the right 
side and the prominent hip was on the left. The find- 
ings in the remainder of the physical examination were 
negative, and results of the laboratory work were with- 
in normal limits. 


*Presented at the Annual Meeting of the American Osteopathic Acad- 
emy of Orthopedics, Washington, D.C., October 30-November 2, 1955. 
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objective findings produced by these lesions offer little 
in distinguishing them with any certainty from the other 
more common expanding intraspinal masses. However, 
a history which provides information of remote spinal 
injury or the administration of subarachnoid medica- 
tion should suggest the possibility of this lesion. 
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The usual x-rays of the spine confirmed the above 
findings and showed that the angle of the primary 
dorsal curve was 57 degrees and extended from the 
fifth to the eleventh dorsal vertebrae, inclusive. 

A corrective turnbuckle body cast was applied, in- 
corporating the head, and neck and the right leg to just 
above the knee. Over a period of 14 days the dorsal 
curve was gradually reduced to 22 degrees. The turn- 
buckle and hinges were removed and the cast was fixed 
with additional plaster. Since the vertebral growth pe- 
riod had ended, as evidenced by the fact that the 
apophysis of the iliac crest had reached the sacroiliac 
articulation, a dorsal fusion was planned for the imme- 
diate future. 

On the seventeenth hospital day the patient began 
to complain of epigastric fullness, restlessness, and ap- 
prehension. This was followed by nausea and then an 
emesis of undigested food which gave immediate relief. 
The vomiting began to increase in frequency and quan- 
tity. Thirty-six hours from the onset of symptoms the 
patient was becoming dyspneic and displayed marked 
apprehension. The pulse rate had increased to 186 per 
minute, and the temperature had risen to 102 F.; the 
blood pressure remained within normal limits. 

The body cast was removed because of the critical 
state of the patient. Marked fullness was present in the 
upper left quadrant of the abdomen, and a large mass 
was easily outlined. Peristalsis could not be noted by 
ausculation. A Levin tube was inserted, and 2 liters 
of dark brown fluid were aspirated from the stomach, 
which gave immediate relief. 

A scout roentgenogram of the abdomen showed a 
marked distention of the stomach and the absence of 
any obstructive phenomena of the small intestine, which 
confirmed the tentative diagnosis of acute gastric dilata- 
tion. With adequate supportive treatment, the recovery 
period was short and uneventful. 

The factors that actually produced this acute gas- 
tric dilatation are unknown, but two factors should be 
mentioned : 

1. The marked lateral angulation of the torso pro- 
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duced by the corrective body cast possibly caused a de- 
rangement of the abdominal organ and, in turn, an 
autonomic imbalance. 

2. The inactivity of the patient because of the con- 


Hemorrhagic infarction 


of the kidneys 
with renal vein thrombosis 


LOUIS F. AMALFITANO, B.S., D.O. 
Philadelphia, Pa. 

and 

RODERICK C. CANNATELLA, B.A., D.O. 
Brooklyn, New York 


| EMORRHAGIC INFARCTION of the kid- 
ney must be considered in the differential diagnosis 
when treating neonatal infants who have a history of 
fever, vomiting, and abdominal distention. Milburn’ 
reported on a case in 1952 that was successfully treated 
by nephrectomy, and since then there have been more 
frequent discussions of this problem in pediatric circles. 
With the better diagnostic tools, the use of exploratory 
procedures, and the awareness of this problem, more 
cases of hemorrhagic infarction of the kidneys with or 
without renal vein thrombosis will likely be seen. The 
essential feature, of course, is early diagnosis so 
that proper treatment will be instituted and thus the 
survival rate of these infants will be increased. 


Clinical history 


A white male infant was hospitalized on January 
7, 1956, at the age of 18 days. The chief complaints 
were fever, vomiting, abdominal distention, and oliguria 
of 2 days’ duration. His delivery on December 20, 
1955, was by classical cesarean section of a primi- 
gravida. Following an unsuccessful test of labor, the 
section was decided upon because of pre-existing 
poliomyelitis and cephalopelvic disproportion. Neither 
infant nor mother had any complications after delivery, 
and there was no difficulty with resuscitation. The 
birth weight was 7 pounds 12% ounces, and at the time 
of discharge the infant’s weight was 7 pounds 9 ounces. 
He was considered an average newborn without evi- 
dence of difficulties. He took his formula well and was 
progressing satisfactorily until the fourteenth day of 
life when he began to vomit. No temperatures were 
recorded at this time. The vomiting became copious 
and of a greenish clear fluid with the gradual develop- 
ment of abdominal distention on the sixteenth day of 
life. 

Upon admission to the hospital he appeared to be 
critically ill. He had developed frank hematuria and a 
marked oliguria. He was undernourished and moder- 
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finement of the cast may have effected a pathologic 
change. These factors and others in combination are 
believed to be contributory in this complication. 

215 Highland Ave. 


ately to markedly dehydrated. The abdomen was dis- 
tended, tense, tympanitic, and silent to auscultation, 
A mass could be outlined below the left costal margin, 
Nuchal rigidity and spasticity of the extremities were 
present. 

The urinalysis revealed a 4 plus albumin, strongly 
positive hemoglobinuria, erthrocytes too numerous to 
count, and 13 leukocytes per high-power field. In the 
blood, the erythrocyte count was 2,000,000 per cu.mm., 
the platelet count was 215,000 per cu.mm., the reticulo- 
cyte count was 4 per 1,000 erythrocytes, and the leuko- 
cyte count was 21,000 per cu.mm. The differential 
leukocyte count was 4 per cent metamyelocytes, 5 per 
cent band cells, 60 per cent segmented neutrophils, 26 
per cent lymphocytes, and 5 per cent monocytes. 
Hemoglobin was 6.0 grams per 100 cc. 

On the day of admission the blood chemistry find- 
ings were: chloride, 144 mEq. per liter; potassium, 
4.2 mEq. per liter ; and sodium, 175 mEq. per liter. On 
the day following admission the blood urea nitrogen 
was 103.6 mg. per 100 cc. and the nonprotein nitrogen 
203 mg. per 100 cc. The serum protein was 6.8 grams, 
the albumin fraction 5.83 grams, and the globulin 0.97 
grams. A flat-plate x-ray of the abdomen revealed find- 
ings in keeping with an adynamic ileus. 

The clinical and laboratory findings on the eight- 
eenth day of life indicated that the infant had devel- 
oped sepsis with resultant severe metabolic acidosis, 
severe hypertonic dehydration, abdominal distention, 
vomiting, and oliguria. 

On the second hospital day a mass was palpable 
on the right side. This was the first notation of such 
a finding. Therefore, it appeared that the process of 
hemorrhagic infarction and/or renal vein thrombosis 
had occurred on the nineteenth day of life. This con- 
clusion was strengthened by the occurrence of oliguria, 
azotemia, hematuria, albuminuria, pyuria, and hemo- 
globinuria. 


Autopsy findings 


External Examination.—The body was that of a 
21-day-old white male infant weighing 3,380 grams 
and measuring 51 cm. long. The right temporal area 
had been shaved, and numerous needle puncture 
wounds in this area were noted. The pupils were round 
and each measured 0.6 cm. Marked periorbital edema 
was present. The abdomen was markedly distended, 
and large masses could be palpated in both flanks. The 
child had been recently circumcised, and there was 
marked edema of the penis and scrotum. Livor mortis 
and rigor mortis were profound. The skin over the 
entire body was pale with bluish mottling. 

Internal Examination.—The pericardial sac, the 
heart, the lungs, and the brain were not remarkable; 
nor were the esophagus, stomach, small intestine, large 
intestine, liver, gallbladder, spleen, pancreas, right 
adrenal gland, ureters, and urinary bladders. 

The left adrenal gland weighed 8 grams and was 
reddish brown. The cut surface showed it to be mark- 
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edly hemorrhagic throughout. The hemorrhage com- 
pletely masked the cortical and medullary portions. The 
vessels of the gland were not grossly thrombosed. 

The right kidney weighed 47 grams and measured 
5 by 3 by 3 cm. It was reniform in appearance and 
showed fetal lobulations. The surface was reddish 
brown and had upon it numerous adhesions. The kid- 
ney was extremely hard, and the capsule stripped with 
difficulty. On cut section, the cortex could not be de- 
marcated from the medullary portion, and the paren- 
chyma of the kidney presented itself as a hard 
hemorrhagic mass throughout (Figs. 1 and 2). The 
left kidney weighed 45.5 grams, measured 6 by 3 by 2.5 
cm. and was similar in gross appearance to the right 
kidney. The renal vessels were noted to be markedly 
distended, having a diameter of 0.8 cm.; however, the 
site of thrombosis was not grossly apparent. 

Microscopic Findings.—Sections from the heart, 
thymus, stomach, pylorus, duodenum, liver, gallblad- 
der, spleen, pancreas, right adrenal gland, brain, and 
bone marrow showed no remarkable histologic changes. 
Sections from the right and left lungs showed findings 
in keeping with mild bilateral pulmonary edema. Sec- 
tions from the urinary bladder showed histologic evi- 
dence of inflammatory changes of the mucosa. 

Sections from the left adrenal gland showed the 
cortical cells to have undergone necrosis in widespread 
areas. Large masses of erythrocytes were present in 
the interstices. The over-all histologic configuration 
was that of hemorrhagic infarction of the adrenal 
gland. 
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Sections from the right and left kidneys showed 
a dense fibrous tissue capsule which was intact through- 
out. Immediately below the capsule, interstitial hemor- 
rhage was seen, as evidenced by large masses of eryth- 
rocytes. All of the vascular channels within the 
parenchyma were engorged with erythrocytes. In most 
areas only ghostlike remnants of the glomeruli could 
be seen (Figs. 3 and 4). Only a very occasional area 
had within it a few functional glomeruli, and in these 
areas the tubules showed advanced cloudy swelling. In 
most areas the tubules were completely necrotic, and 
in some cases fibrous tissue replacement was evident. 
A proliferation of fibroblastic elements was seen, as 
well as inflammatory cells of all types. 

On one section from the left kidney a large vein 
was seen that was completely filled by a thrombus. 
However, it should be noted that although only one 
large thrombotic vessel was seen, the existence of 
thrombosis of other vessels in both kidneys could not 
be ruled out. The finding of this single large thrombus 
suggested it as being the etiologic factor in the renal 
infarction. 

On the basis of the autopsy findings, the cause of 
death was listed as toxemia (uremia), due to diffuse 
bilateral hemorrhagic renal infarction, resulting from 
thrombosis of renal vein(s). 


Discussion 


Renal infarctions are classified as either a primary 
thrombosis of the renal vein with or without infarc- 
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tion; a primary hemorrhagic infarction of the kidney 
without renal vein thrombosis; or an infarction sec- 
ondary to renal inflammatory disease, with or without 
venous thrombosis.' The most frequently reported sites 
of renal thrombosis are in the smaller veins, the arcuate 
vessels, the interlobular veins, and in the veins in the 
region of the corticomedullary junction. If stasis of 
these vessels has a gradual onset, hemorrhagic infarc- 
tion can occur without thrombosis because of the de- 
velopment of anoxia of the capillary endothelium. This 
causes diapedesis, which leads to necrosis and is fol- 
lowed by frank interstitial hemorrhage. The secondary 
renal infarction develops as an extension of a phlebitis 
of the vena cava and of the ureteral, ovarian, spermatic, 
and adrenal vessels. Secondary renal infarction may 
also follow renal inflammation such as acute suppura- 
tive pyelonephritis. 

The symptoms present at the time of admission, 
as well as the history elicited from the parents, are 
of prime importance in the diagnosis of hemorrhagic 
infarction of the kidney. The predisposing factor of 
gastroenteritis accompanied by vomiting and/or diar- 
thea, followed by oliguria, marked dehydration, and a 
palpable mass in the flank, should always lead to the 
consideration of hemorrhagic infarction of the kidney 
in the differential diagnosis. Hematuria and oliguria 
are constant findings; however, they may appear too 
late in the disease to be of help in saving the patient’s 
life. The finding of even an occasional erythrocyte in 
the urine, as well as a 4 plus albumin should be suf- 
ficient to arouse suspicions as to the impending situ- 
ation. In the case here reported, the elevation of the 
blood urea nitrogen to 103.6 mg. per 100 cc. and the 
nonprotein nitrogen level to 203 mg. per 100 cc. was 
further evidence, which when found may already have 
been too late. 

It is believed that thrombosis is the result of sev- 
eral inherent predisposing factors, as well as acquired 
predisposing factors. Inherent predisposing factors 
may be: increased viscosity of blood due to dehydra- 
tion; slowing of blood in the kidneys because of double 
capillary bed; low arterial, capillary, and venous 
pressure in infancy; and the relative stasis in infants 
which results in increased amounts of circulating 
thromboplastin, causing low prothrombin time. 

Acquired predisposing factors may be: dehydra- 
tion caused by vomiting, diarrhea, or similar conditions ; 
infections elsewhere in the body; shock; acidosis ; and 
therapeutic agents, such as the antibiotics, which may 
possibly possess thromboplastin-like properties. 

The symptoms of these conditions often mask the 
signs of renal infarction and make the diagnosis more 
difficult. Therefore, a strict regime should be followed 
in all cases of sepsis in infants, especially if vomiting 
is a prominent symptom. 

Accurate intake-output records should be kept, 
urinalyses and hematologic studies should be done fre- 
quently, and the abdomen should be palpated frequently 
so that any mass in the renal area can be detected 
early, before bilateral masses or lower nephron nephro- 
sis develops. In the differential diagnosis of this con- 
dition, renal tumor (Wilms’ tumor, neuroblastoma, 
et cetera), hydronephrosis, polycystic kidneys, renal 
carbuncle, and perinephritic abscess must be ruled out.’ 

In the neonatal period the diagnosis of hemor- 
rhagic infarction of the kidney must be considered in 
the presence of the following sequence of events: 
(1) previously healthy neonatal period; (2) develop- 
ment of any type of infection; (3) diarrhea and/or 
vomiting ; (4) dehydration and metabolic acidosis; (5) 
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shock; (6) urinary symptoms developing in 1 to 4 
days, consisting of oliguria or anuria, hematuria, hemo- 
globinuria, albuminuria and pyuria; and (7) the find- 
ing of firm, smooth, tender masses in the region of 
one or both kidneys. 

To be of help to the patient, early diagnosis js 
essential, since the only means of treatment known at 
present consists of early nephrectomy. Nephrectomy 
must be performed within hours after the diagnosis is 
made in order to prevent involvement of the opposite 
kidney as a result of lower nephron nephrosis caused 
by shock and blood destruction. 

The treatment of this condition if it is unilateral 
is immediate surgery, after institution of measures to 
combat the infection, shock, dehydration, and electro- 
lyte imbalances. The ligation of the renal vein must be 
central to the thrombus or theré may be propagation 
of the thrombus through the vena cava to the opposite 
renal vein following surgery, with death resulting. 

Postoperative care consists of adequate fluid in- 
take, maintenance of electrolyte balance, and preventive 
measures for infection or shock. Blood studies to de- 
tect electrolyte imbalance and persistent azotemia are 
important since lower nephron nephrosis may have de- 
veloped from the shock and the increased elimination 
of blood pigment through the remaining kidney pre- 
operatively. Therefore, intake and output records 
should be maintained postoperatively. It has been sug- 
gested that anticoagulants be used to prevent further 
thrombosis, but they must be carefully administered, 
and their action watched by means of blood studies and 
physical findings. 


Summary 


A case report of bilateral hemorrhagic infarction 
of the kidneys with renal vein thrombosis has been 
presented, with a review of the postmortem findings. 
The microscopic changes of the kidney have been dis- 
cussed, as well as the major diagnostic criteria. The 
factors and classification of hemorrhagic infarction of 
the kidneys have been presented and suggestions for 
the treatment and postoperative care of the infant 
given. 
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A total consideration 


For the first time in medical history, there is no 
nation in the world unaware that there is a probability 
of a pandemic—the first since 1918. The September 
JoURNAL called attention to the warning from the Unit- 
ed States Public Health Service that, as in 1897 and 
in 1918, the epidemic influenza developing in the Far 
East is from a new strain of type A against which im- 
munity has not been developed. Information about this 
threat and how to guard against it could scarcely be 
more widespread in America. Laymen and physicians 
are being informed by,every available method of mass 
media against the time when vaccine will be available 
for widespread immunization. 

The defense network begins at the Geneva head- 
quarters of the World Health Organization and reaches 
down to every country doctor and his patients. So com- 
plete is this network in the United States that if Far 
East isolate A/Japan/305/57, like the hurricanes of 
our eastern coast, “goes out to sea,” perverse human 
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beings that we are, we shall be tempted to exclaim that 
the threat of the Asian virus was greatly overplayed by 
alarmists! Human beings no longer fear the wolf once 
he has slunk away. 

Whether or not the incidence of Asian influenza 
reaches pandemic proportions, a word of appreciation 
should be said for the United State Public Health Serv- 
ice and its fearless, bold, and wisely strategic leader- 
ship. The current situation, September 1957, is that 
there have been millions of cases in the Orient and 
more than 50,000 in the United States since June; 
these facts forebode a pandemic, however mild. Back 
of this is another fact—in 1918, 20 millions of the 
world’s people were killed by influenza. It seems im- 
possible that influenza should again reach plague form, 
but, regardless of the outcome, all potentialities must be 
kept in mind. And the battle lines being laid down by 
world team defense in an effort to meet a human situa- 
tion fraught with morbidity represent a concrete work- 
ing out of Great Medicine—to employ the term used 
by the late Alan Gregg to envision the medicine of 
tomorrow. 

The role of the Public Health Service is so focal- 
ized that ‘it may seem to dwarf that of other groups. 
This is said not to disparage P.H.S. leadership but to 
emphasize its importance in an attempt to see the total 
picture. Yet, without medical organization, P.H.S. 
would be helpless. There are approximately 238,000 
physicians in the United States, of whom 13,000 are 
doctors of osteopathy. The American Medical Associa- 
tion with about 140,000 doctors of medicine as mem- 
bers is acknowledgedly cooperating down the line with 
the Public Health Service. As the spokesman for the 
medical profession the A.M.A. is bringing to bear its 
tremendous influence upon physicians generally to alert 
them to the impending epidemic and how to combat it 
intelligently. It has rarely rendered finer service on be- 
half of good medical care than its warning to physicians 
not to administer antibiotics to victims of Asian influ- 
enza as a preventive of bacterial complication. The 
A.M.A. position on various aspects of contemporary 
medical practice was emphasized by a strong editorial 
in its Journal on a medical fact widely known but large- 
ly ignored in medical practice—the administration of 
antibiotics, in a simple virus infection is not only 
worthless, it can also be dangerous. This is an example 
of almost unlimited influence backed by undeniable au- 
thority employed on behalf of the highest quality of 
medical care. The release of such information to the 
public through the newspapers of the nation as well as 
to doctors of medicine is in the interest and welfare of 
millions of people. The position of the American Os- 
teopathic Association on meddlesome medication is a 
tradition of that profession. 


The recent statement of Dr. Leroy E. Burney, 
Surgeon General of the United States Public Health 
Service, to the effect that physicians are “ahead of an 
impending epidemic in influenza” cannot be gainsaid. 
It is hoped that all physicians—medical and osteopathic 
—will be ahead in the judicious exhibition of modern 
weapons against disease: the vaccines, the antibiotics, 
and the chemotherapeutic drugs whose effectiveness is 
only equaled by the danger of their unwise use. 


The total picture of the total effort defies descrip- 
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tion. Government laboratories around the world, the 
research departments of great universities, scientists 
and physicians, sterile glass and steel plants of the 
world’s major pharmaceutical and vaccine manufactur- 
ers, and many other groups—are all at work, some on 
a three-shifts-a-day, 7-day-a-week basis. This is a trial 
run for world medicine and for the World Health Or- 
ganization—aided on every hand by the unprecedented 
facilities of the United States for such an all-out effort. 

In America, at the local health department level, a 
sector of medical care bound to grow in influence and 
responsibility, the program to be followed has been set 
up by the epidemiologic division of the Communicable 
Disease Center of the United States Public Health 
Service in Montgomery, Georgia. This is as it should 
be—national, state, and local agencies working as a per- 
fectly coordinated mechanism. So much for defense. 
Protection against the A virus mutant seems well as- 
sured, possibly to 70 per cent, in a pandemic that would 
otherwise slow the activities of a nation’s people to a 
standstill. 

One phase of the problem remains. As in 1918, 
there is no primary treatment for simple influenza, 
sporadic or epidemic in incidence. Despite the reason- 
able assumption that the Asian influenza vaccine will 
protect and the knowledge that antibiotics and sulfa 
drugs will destroy secondary pathogenic invaders once 
they manifest their presence by a recognizable reaction, 
one problem does remain—one with varied aspects. 
How to aid the body in the uncomplicated case of in- 
fluenza to make a quick response to a low-grade infec- 
tion? How to cope with the occasional patient who 
develops a secondary infection and is resistant to anti- 
biotics? How to plan for the same kind of patient who 
is sensitized to these agents? How to develop a pro- 
gram for exceptional persons—pregnant women, in- 
fants, older people—and, among these exceptional cases, 
those being treated for other bacterial infections who 
develop influenza, as well as those persons long afflicted 
with nonallergic respiratory disease? What assurance 
other than so-called standard treatment (which in older 
medical parlance is nothing more than good nursing 
and hygienic care) is there for so miscellaneous a cate- 
gory? Is medicine today cast back on expectant care to 
wait for specific help for the specific problem ? 

The present-day osteopathic physician is the in- 
heritor of an experience and a tradition growing out of 
osteopathic care of 1918—the one thing that did more 
to introduce the doctor of osteopathy as the successful 
family physician than any other. These things mean 
little to the osteopathic physician of today or to the 
public; these facts are known to the older generation 
of doctors and to patients in older age groups. Despite 
the advances of modern medicine and the victories in- 
sured by the availability of weapons little more than a 
decade old, the lines lead back to the results achieved 
by osteopathic care in the pandemic of 1918. These 
results must not be permitted to remain a buried “cure.” 
In spite of the modern approach from prevention 
(through vaccine) to treatment of complicated cases 
(through antibiotic and chemotherapeutic drugs), the 
worth of osteopathic manipulative treatment must still 
be reckoned with in the total consideration of the prob- 
lem still to develop. 
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“The world studies the world” 


In the year 2000 A.D. a historian of the osteo- 
pathic movement in medicine will point to the dedica- 
tion of the 1957 A.O.A. convention program to the 
International Geophysical Year as revelatory of the 
breadth of the profession’s thinking at that time. When 
the Program, Chairman, Dr. Neil Kitchen, chose the 
I.G.Y. as the program theme for the Dallas convention, 
he piled up additional evidence that osteopathy puts no 
limitation upon the extent of medical thinking. Rather, 
he demonstrated that the leaders in osteopathic medi- 
cine are prepared to join their voices with the voices 
of researchers who are seeking to explore every field of 
learning related to the physical and biologic sciences 
that will add to man’s knowledge about himself. That 
interest is evidence of the profession’s concern for an 
ecological medicine—a medicine not confined to the 
remedial and the curative, but one aware of and related 
to principles that form the basis upon which man’s 
fundamental medical needs can eventually be met. 

It seems wise, therefore, to call attention again to 
the meaning of the International Geophysical Year, in 
order that the profession generally does not miss the 
medical significance of this 18-month exploration of 
man’s world, which began on July 1, 1957, and will 
continue through December 1958. 

Doubtless many of our readers saw Life’s pictured 
story of I.G.Y. in its July 15 issue, strikingly termed 
“The World Studies the World.” A few will have 
read the detailed presentation in The New York Times 
for June 30, which Life’s account served to illustrate. 

The tremendous benefits of this world study by the 
world will be easily missed by even informed persons un- 
less it is seen in some detail. The idea back of the Inter- 
national Geophysical Year was born in 1950; its actual 
launching did not come until midnight of last July 1. 
Then sixty-four nations, represented by 8,000 scien- 
tists, joined hands and brains to begin their team effort 
to observe, measure, and record the phenomena that 
shape man’s total environment in contradistinction to 
previous studies dealing more specifically with what 
has been well-termed his ‘veneer environment,” which 
reaches only a few miles up and a few miles down. 

The International Geophysical Year—the most am- 
bitious scientific research program of the atomic age 
thus far—has been described simply and dramatically 
by the chairman of the United States committee as one 
in which “scientists of the world are going to take a 
long and special look at our earth—at its wrinkled crust, 
its hot heart, its deep seas, its envelope of air, its mighty 
magnetism, its relationship to outer space.” And actual- 
ly it is this relatively unknown environment, outer space 
and unplumbed depths of the earth’s interior, which 
regulates man’s veneer environment. 

I.G.Y. programs, worked out in minute detail, will 
cost a half billion dollars, involve 2,500 observatory 
stations world-wide, and expand the knowledge of 
eleven sciences. Rightly, the major part of the expense 
will be met by the United States and the Soviet Union. 
This fact alone is one of the most hopeful to a world 
whose inhabitants must learn that one world is a fact 
to live with, or to die from the failure to recognize it. 
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Many questions will be answered by the partici- 
pants of the 18 months’ survey. They stem from prob- 
lems of meteorology—ranging from the influence of 
that great refrigerator, the Antarctic continent, on the 
world’s weather patterns to the warming effect on the 
earth of increasing discharges of noxious gases into 
the atmosphere by industrial chimneys and automobile 
exhaust pipes. Oceanographic questions deal with the 
effect upon our climate of frigid currents several miles 
below the ocean surface, as well as the extent to which 
heat from the heart of the earth radiates into the ocean. 
To get the answer to the latter, for example, a 20,000- 
foot cable will be lowered to test how the heat flows 
from the core of the earth through the thin crust under 
the oceans. 

Is the glacial sheet expanding or contracting? To 
what extent are polar phenomena responsible for cli- 
mate changes? The ionized gases known as the at- 
mosphere extend from about 50 to more than 300 miles 
overhead. What sort of reactions take place as cosmic 
rays and sun particles penetrate that region? What is 
the mysterious and powerful radio signal that comes 
from the constellation Cassiopeia? What is the origin 
of cosmic rays whose energies far exceed those of any 
yet generated on earth? The earth satellite program 
of I.G.Y. calls for the hurling of an artificial moon— 
the first of six—into outer space some time in the spring 
of 1958. The satellite will travel 18,000 miles per hour 
to begin its orbital circle whose farthest point from 
the earth’s surface will be 1,500 miles and nearest point 
300 miles. What purpose will the release of such a 
satellite serve? The answer, if attempted here, would 
call to mind the interesting comparison cited recently 
by the well-known science writer, William L. Law- 
rence of The New York Times, and made originally 
by the late Professor Arthur S. Eddington. Professor 
Eddington 
. . . likened man’s efforts to gain knowledge about the world 
beyond his atmosphere to those of a potato-bug inside a potato 
inside a bag down in the hold of a ship, seeking to get knowl- 
edge about the surface of the sea and above it from the 
motions of the ship. Or we may be likened to a creature living 
on the bottom of a huge ocean more than a hundred miles deep 
trying to gain understanding about the world above the sur- 
face. 

What benefits will the International Geophysical 
Year bring to mankind? All specialists are agreed that 
the goal is to obtain basic knowledge. One writer on 
I.G.Y. compared specialists in the field of geophysics 
with 
... the six blind scholars of Indostan, each of whom examined 
one part of an elephant and reported, severally, that it was a 
snake, a tree, a wall, a spear, a fan and a rope. Had they 


co-ordinated their observations they would have known it was 
an elephant. 


So it is with those who examine the various phenomena 
in the field of geophysics, from storms to sunspots. They have 
seen evidence that the phenomena are linked in various ways 
and are governed by a unified structure of physical laws, but 
only by “observations in concert” can they learn the nature of 
these links. Likewise, only through simultaneous world-wide 
observations can much more be learned in many of these fields 
themselves. 


For the first time since man’s arrival on this planet 
less than a million years ago, the time may be nearing 
when he will see the elephant as a whole. 
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What does all of this have to do with medicine? 
There is little fundamental knowledge of man’s en- 
vironment which does not contribute something, even 
if indirectly, to a fundamental knowledge of health 
and disease, related to the achievement of total health on 
one hand and to the combat of disease on the other. 
If medicine is to occupy the place for which it is des- 
tined, it must develop larger views and broader aspects 
than it has manifested thus far in this century. In this 
sense, the achievements of the International Geophysical 
Year are important to medicine in that they will serve 
to reveal much more clearly man’s total environment. 

If highlighting the International Geophysical Year 
in 1957 reflects the breadth of medical thinking of or- 
ganized osteopathy, then it is a significant incident. It 
would suggest that there is a body of thinking at an 
organized level in the osteopathic profession that is 
confined largely to individuals in the medical profes- 
sion. It gives hope that such breadth of thinking will 
increasingly pervade osteopathic education and train- 
ing, and eventually the practice of the entire profession. 
Thereby the osteopathic movement in medicine will 
find additional justification for itself. 


A look ahead 
at official publications 


During the year just past, many expressions of 
interest in the continuing growth and development of 
the Association’s official publications—-THE JOURNAL, 
Tue Forum, and HeattH—have come to the Editor 
and to the associate editors. Interest is not only grati- 
fying, it is the best possible encouragement to the entire 
editorial staff to effect further improvement in the As- 
sociation’s periodicals. Most important is the willingness 
of the reader not only to commend but also to criticize 
intelligently and suggest freely. Magazines are published 
for the benefit of their readers and to meet their needs. 
Editors cannot function helpfully in a vacuum. We 
hope that our correspondents will increase in number 
in this new publication year. 

The attention of our readers is called to the Annual 
Report of the Editor to the A.O.A. Board and House, 
published in full in the September JourNAL, pages 82 
to 86. Herein will be found a brief survey of the 
editorial department and its periodicals and a question 
for osteopathic leaders and osteopathic physicians gen- 
erally to answer: How can the osteopathic movement 
in medicine be best advanced through its publications 
during the next 4 years? The period is set at 4 years 
because the Editor is now working on his second 5-year 
blueprint and program for the editorial department. 
This program takes a long look ahead, as did that for- 
mulated in 1951. 

There are facts presented in the Annual Report 
and in a Supplement to it which should be studied by 
members of the profession and then made a matter for 
comment to the department. : 

Our readers will recall that during the year just 
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past, three editorials were published on the meaning of 
each of the periodicals. In them questions were raised 
about THE JourNAL and THe Forum and the advisa- 
bility of comtinuing them separately, THE JouRNAL as 
a scientific and policy-recording publication and THe 
ForuM as a newsmagazine devoted largely to organi- 
zational activities. It has been decided that so important 
a matter should be made one for study during 1957- 
1958 by a special committee of the A.O.A. Board of 


Trustees, appointed for that purpose by President ’ 


Morrison, 


The Forum 


Tue Forum will be continued as a separate pub- 
lication until it is determined whether or not a single 
periodical combining. the presentation of scientific ma- 
terial and organizational news reporting would better 
serve the profession than do two separate periodicals. 
The emphasis of Tue Forum will be modified during 
1957-1958. Every effort will be made to enhance it 
as the newsmagazine of the profession. It various de- 
partments will be increased in scope. Its worth as one 
of the three A.O.A. publications will be testified to 
by an increase in advertising, which promises to reflect 
high-standard ethical pharmaceutical and medical equip- 
ment manufacturers as osteopathic patrons. THE 
Forum’s editorial columns will be discontinued and 
the A.O.A. Editor’s pages will be limited to Tr Jour- 
NAL. The President’s Angle, previously published in 
Tue Forum, will be discontinued, and timely com- 
ments from President Morrison will be published in 
Tue JourNaL in the form of guest editorials. The 
number of pages in THE Forum will be increased 20 
per cent over that of the past year. Readers will have 
already noticed the new cover design beginning with 
the September issue. The “cover” picture and its story, 
previously carried on the Table of Contents page, will 
be found heading the Divisional Societies section. 
Obituaries of osteopathic physicians will be continued 
for the present in THE Forum, but eventually may be 
transferred to THE JOURNAL. 


The Journal 


THE JouRNAt will be kept under continued study. 
The specialty supplements will be discontinued, and 
articles received from the specialty colleges will be pub- 
lished throughout the year, making for a better bal- 
anced and a more diversified periodical. The pattern 
of THe JouRNAL is a standard one and will remain 
basically the same except for minor improvements 
designed to attract broader and fuller readership. 

Each month a lead article will be selected for its 
significance as scientific material or as an organiza- 
tional message of moment. Scientific articles will be 
balanced by those shorter in length and of clinical 
value. An attempt will be made to bring to our readers 
transcriptions of symposia and panel programs. This 
type of program, which increasingly characterizes 
medical meetings today, requires a specialized editorial 
technic for the preparation of copy if the framework 
of the panel is not to hide the substance that it seeks 
to reveal. 
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THE JOURNAL’s editorial section will be augmented 
as a result of the change in Forum policy. Its coverage 
will be broader, the number of guest editorials jn- 
creased, and the Notes and Comments pages enriched, 
The attempt will be continued to develop a Letters sec- 
tion for full and free discussion of published articles, 
Other letters are published in THe Forum if space 
permits and the general interest of any particular letter 
justifies its use. 

The organization section of THe JourNAL will 
continue to carry statements of policy of the three 
departments and the numerous bureaus and commit- 
tees of the American Osteopathic Association, both for 
the information of the members and to constitute an 
official record of its activities. The A.O.A. Activities 
section formerly published in THe Forum will hence- 
forth be carried in THe JouRNAL. 

Current literature will continue to be explored for 
pertinent material. The abstracts are prepared by 
writers especially proficient in such writing. 

Increasingly THe JouRNAL is endeavoring to im- 
prove the quality of its book reviews. Volumes dealing 
with various specialties will most often be reviewed 
by specialists selected because of their knowledge and 
experience in a particular field as well as their pro- 
ficiency in reviewing. Such reviews are signed. 

The reprint section of Tie JouRNAL is an im- 
portant one too often unnoticed by the careless reader. 
It follows the announcements of Conventions and 
Meetings and State and National Boards and similar 
notices. The reprints which are fitted into the adver- 
tising pages have been carefully selected from various 
publications not available to most readers. They are 
most often thoughtful papers, well written and schol- 
arly but not dull, of value to the physician who is 
seeking to broaden his own outlook. 

One of the best examples of an important reprint 
carried by THe JourNAt before the material it pre- 
sented was widely featured elsewhere was that of an 
address, “The Gold Headed Cane,” by Rene J. Dubos, 
physician, scientist, and scholar. This reprint was pub- 
lished in the July 1954 issue. A current example of an 
excellent reprint is the one carried in the July 1957 
issue, “Therapeutic Group Work with Handicapped 
Children,” by Ralph Kalady, from the May-June issue 
of Children. The selective and discriminating JouRNAL 
reader will always take a glance at the reprint section 
for the material there always is worth while and often 
significant. 


Health 


Heattu, published by the American Osteopathic 
Association, a trustworthy magazine for laymen, will 
continue to present matters of information and interest 
from a broad point of view. In that way it will 
mirror the profession itself. There is wide agree- 
ment on HEALTH’s value. The problem of how to in- 
sure much wider distribution and circulation, especially 
the means of its subsidy by organized osteopathy, is 
one for the study not only of the Committee on A.O.A. 
Publications but also for the thoughtful consideration 
of the profession. Hearn tells the story of the phy- 
sician and surgeon, D.O., without sectarian overtones. 
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Conclusions 


Readers will have noted that, in closing, the 
tditor’s Annual Report points to the fact that the 
several problems of the publications are natural prob- 
lems and not symptoms of pathologic difficulties—that 
they are problems incidental to the continuing growth 
of osteopathy and at a period when the publications 
themselves are at their highest degree of acceptance 
both within and without the profession. 

Questions, comments, suggestions, and criticism 
about all the publications are invited. The Editor and 
his entire staff welcome correspondence. Again, letters 
are the one best source of encouragement to a busy 
staff that appreciates commendation but is most helped 
by challenges laid down to it. 


A graduate education program 


An advertising page in this JouRNAL carries a 
formal announcement of moment and one which the 
American Osteopathic Association is proud to make. 
Therein, for the third time, the Association reports its 
cooperative arrangement with Mead Johnson and Com- 
pany, Evansville, Indiana, whereby the osteopathic pro- 
fession is privileged to participate in the Mead Johnson 
Graduate Education Program. Our readers will recall 
that in 1956 and in 1957 three fellowships in general 
practice were made available to young doctors of oste- 
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Osteopathic OUR READERS will be inter- 
a ested in a challenging re- 
principles IM port published in the Sep- 
physical medicine tember 1956 issue of The 
British Journal of Physical 
Medicine. We are indebted 
to Dr. J. M. Andrews, Executive, Department of 
Physical Medicine and Rehabilitation, College of Oste- 
opathic Physicians and Surgeons, for calling the article 
to our attention, as well as to the author, Dr. Alan 
Stoddard, London, England, and the editor of the 
Journal, Mr. R. G. Richardson, for permission to 
reproduce the report in full. 


Value of osteopathic principles 
in physical medicine 
There was a time when brachial neuritis was considered 
to be due, in the main, to focal sepsis and vitamin B deficien- 
cies, and so similarly was sciatica, but there has been a sharp 


swing of the pendulum of medical opinion away from infec- 
tive causes for neuritis to mechanical ones. Perhaps the war 
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opathy. For 1958 three additional fellowships are 
offered—one more in general practice, one in pediatrics, 
and one in obstetrics and gynecology. The grants are 
made to the Association and are placed in the Osteo- 
pathic Foundation for disbursement. Their adminis- 
tration is under the supervision of the A.O.A. Board 
of Trustees, acting through its agency, the Committee 
on Mead Johnson Grants, of which Dr. John W. Mul- 
ford, Cincinnati, is chairman. 

Assistance by American industry to education in 
privately supported colleges has become a necessity if 
we are to continue to have free and independent insti- 
tutions of higher learning. Mead Johnson and Com- 
pany’s Graduate Education Program by which funds 
are provided to worthy young physicians is in itself an 
indirect aid to education. It is also an illustration of 
the principle of unrestricted support by which alloca- 
tion of the funds provided is entirely in the hands of 
the Association. The A.O.A. determines the recipients 
by proper screening of applicants. The recipients are 
under no obligation, implied or direct, to their bene- 
factor. 

The November Forum will carry an interesting 
news item about the 1957 trainees. 

The American Osteopathic Association, on behalf 
of the profession, expresses its appreciation to Mead 
Johnson and Company for its continuing financial sup- 
port to supplement the Association’s own postgraduate 
training program. 


was responsible for thinking on new lines. Housewives carry- 
ing heavy shopping bags developed acroparaesthesia and the 
cause was ascribed to mechanical stretching of the brachial 
plexus over the first rib (Walshe, 1945). A cervical rib has 
always been considered a cause of ulnar type brachial neuritis 
but the idea was emphasized by the “costoclavicular compres- 
sion syndrome” (Le Vay, 1945), and the “thoracic outlet syn- 
drome” (Walshe, Jackson and Wyburn-Mason, 1944). Further 
importance was attached to the scalene muscles and irritation 
of the brachial plexus by a reduction in size of the costo- 
scalene triangle. 

Still later, we find the nerve root within the intervertebral 
foramen receiving more attention. Here again mechanical 
causes are of major importance—the mechanical effect of the 
prolapsed cervical disc, the osteophyte in the neuro-central joint, 
the osteophyte in the apophyseal joint. 

When analysed carefully, the majority of the brachial 
neuritis cases are seen to be of mechanical origin. This can 
be shown to be true with peripheral neuritis in other situations 
in the body and of these cases a high proportion show vascular 
changes—that is to say the vasomotor nerves are somehow in- 
volved by the mechanical irritation. Frequently the vascular 
changes are merely temporary and therefore missed, but can 
be elicited by careful history-taking and examination. Perhaps 
the irritation is a direct one on nerve fibres or perhaps it is 
solely a disturbed reflex but, in any case, there are clearly 
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somatico-vascular disturbances. If vasomotor nerves are reflexly 
affected why not viscero-motor nerves? It is likely, and indeed 
observable clinically, that mechanical faults in the spine do give 
rise to visceral disturbances. Samson Wright stated in 1952: 
“The sharp distinction which is customarily drawn between 
the autonomic and somatic nervous systems though useful for 
purposes of description is, to a considerable extent, misleading. 
Afferent impulses from somatic structures may reflexly influence 
viscera.” 

At last we have an authority who goes this far. Osteop- 
athy has been making this statement and claim for decades, and 
scant attention has been paid to its literature. The osteopathic 
view that structure governs function within the body may not 
be always true but it happens sufficiently often to make us think 
on mechanical lines more and more. The lead has been set and 
the facts are accumulating. That mechanical faults in the spine 
cause peripheral nerve lesions is now common knowledge. There 
is only one more step needed in the osteopathic dirction before 
it is realized that visceral dysfunction and even disease arises 
from mechanical causes. There is much osteopathic literature 
available particularly in the United States of America—work 
done dispassionately and scientifically, and it is a pity that more 
attention is not paid to their view-point, but unquestionably 
physical medicine is veering that way. At present the osteo- 
pathic approach is a separate one, somewhat divorced from 
medical practice. This is unfortunate, both for medicine and 
for the public, but until the general principle that “structure 
governs function” is accepted by medicine and physical medi- 
cine, there will still be a need for a separate school of thought. 


THE FIRST endowed chair of 
physical medicine and _ re- 
habilitation in a medical 
school has been set up at 
the New York University 
College of Medicine. It was 
created by a gift of $500,000 from the late Louis J. 
Horowitz, New York City builder. In addition, the in- 
come from $1,000,000 left by Mr. Horowitz will be 
used for training and teaching in the specialty of physi- 
cal medicine and rehabilitation. Osteopathic specialists 
in this field are pleased with Mr. Horowitz’s selection 
of the physician for whom the chair will be named 
and who will be the first incumbent—Dr. Howard A. 
Rusk. Dr. Rusk, well known among physicians as a 
pioneer in the specialty of physical medicine and re- 
habilitation, is chairman of the Department of Physical 
Medicine at N.Y. U. College of Medicine and director 
of the Institute of Physical Medicine and Rehabilita- 
tion of the New York University-Bellevue Medical 
Center. Physician-readers are well acquainted with his 
informed and analytical column carried regularly in the 
Sunday New York Times, of which he is an associate 
editor. 

This significant and forward move in modern 
medicine is one of special interest to osteopathy. 


Gift for 
physical 
medicine 


“URBAN SPRAWL” is to be 


Urban sprawl 


the timely topic of the 1958 
a health National Health Forum, the 
problem annual meeting of health 


and community leaders held 
under the sponsorship of 
the National Health Council on behalf of its 59 na- 
tional organization members. The meeting will be held 


160 


in the Sheraton Hotel, Philadelphia, the third week in 
March, 

JourNAL and Forum readers will recall that par- 
ticipation in the Council is an important obligation of 
the American Osteopathic Association that in turn may 
acquaint doctors of osteopathy with opportunities that 
lie at their own doorsteps—opportunities to help with 
neighborhood problems under NHC direction. 

This 1958 meeting will study the problems faced 
by small governmental jurisdictions struggling to deal 
with water supply, air pollution, transportation—all 
problems that are manageable only on a regional basis. 
The 1958 Forum is shaping up as a two-way conference 
between health leaders on the one hand and city and 
regional planners on the other. The 1956 Forum on 
chronic illness was held in New York City and the 
1957 Forum on mental health in Cincinnati. 

After several years of study and observation of the 
annual Forums, osteopathic leaders are becoming more 
and more convinced that osteopathic physicians can 
render no more useful community service than to point 
out to various local groups ways in which they can 
work together to meet health needs in their areas by 
following the leadership of the National Health Forum 
in such matters. 

There are hundreds of physicians practicing in 
“package” communities that are facing scores of health 
problems crying for solution. All that is needed is a 
little imagination and knowledge upon the doctor’s part 
to put to work ability and talent in each of these com- 
munities that will lead to a beginning solution of these 
questions. 


Possibilities RAPIOACTIVE IsoToPEs— 
of “clinkers” of atoms 
ee “burned” in the atomic fur- 
medicine naces of our nation— 


through their peaceful uses 

are now yielding to indus- 
try a total in savings of $400,000,000 a year, according 
to the last semiannual report to Congress by the 
Atomic Energy Commission. The A.E.C. report stated 
that physicians now use radioisotopes in the diagnosis 
and treatment of the ailments of an estimated million 
patients a year. It is now well known that radioisotopes 
have been particularly useful in such diagnostic proce- 
dures as analysis of thyroid gland function, determina- 
tion of blood volume, location of tumors, and liver 
function tests. Some of the chief uses of isotopes in 
treatment include hyperthyroidism, carcinoma of the 
thyroid, such blood dyscrasias as polycythemia and leu- 
kemia, pleural and peritoneal ascites, carcinoma of the 
prostate, various ophthalmic lesions and external whole 
body radiation. 

Professor Willard I’. Libby, nuclear-scientist mem- 
ber of the A.E.C., recently pointed to the potential use- 
fulness of isotopes in radioactive drugs, stating that 
these would have great value in ordinary medical prac- 
tice, because physicians could use such pills for diag- 
nostic purposes. As an example he spoke of the possi- 


bility of feeding a radioactive sugar pill to a patient 


suspected of having an abnormality in his sugar metab- 
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olism, and was quoted in the New York Times as 
saying that such “a patient would be asked to blow up a 
balloon so that the carbon dioxide in his breath at 
various times after taking the pill could be sampled 
for radioactive carbon dioxide, and it might also be il- 
luminating to examine the radioactive sugar content of 
the blood and urine at various times.” Medicine is 
scarcely at the threshold of its latest development— 
atomic medicine. 


Bring ALTHOUGH great emphasis 

is being placed today by 

food laws physicians on the nutritive 
up to date values of foods in the prac- 


tice of geriatrics, their ef- 

forts to improve the diet of 
older persons are thwarted because so little is being 
accomplished in the decades-old fight to guarantee the 
natural value of foods to the consumer. It would seem 
to be a part of the doctor’s responsibility to see that 
foods are protected and that food manufacturers are 
required to prove that the chemicals they add to food 
are safe. 


At the present time the burden is on the Govern- 
ment to prove that a food additive is harmful. Since 
1950 Congress has been considering possible changes in 
the Food and Drug Law which would make manufac- 
turers responsible for the safety of their foods. 
Strangely, industry fights such legislation tooth and 
nail. Yet it spends vast amounts to improve the storage 
qualities, taste, texture, appearance, or convenience 
of its products. Hitherto food processors have resisted 
all efforts to require them to present scientific evidence 
that any new additive is safe. The result is that the 
Government cannot keep up with the increasing num- 
ber of food additives. A shift of the burden of proof 
from the Government to industry is needed and there 
is wide agreement that the change in long outmoded 
laws would be a wise one. 

Observers for the American Association for the 
Advancement of Science have reported that the pros- 
pects now appear good that such legislation will eventu- 
ally be passed. An administration-sponsored bill will be 
coming up before the next Congress. Medical groups 
would render a service to society and to their patients 
if they would back this legislation. It is high time that 
physicians stand back of the Government in its effort 
to protect the health of the people of the nation—and 
not incidentally, that of their own patients. 


FROM THE profession’s be- 
ginnings, medical research 
under osteopathic auspices 
has been a developmental 
movement within the osteo- 
pathic movement, concomi- 
tant in its growth and unfolding with medical education 
under osteopathic auspices. An opinion on scientific re- 
search has been expressed recently by Melvin Calvin, 


Boldness 
in scientific 
workers 
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Professor of Chemistry, University of California, 
which should encourage researchers under osteopathic 
auspices. During the course of the Annual Faculty 
Research Lecture given on the Berkeley campus, Pro- 
fessor Calvin said that what we need now is “to en- 
courage a daring spirit in young scientists.” He re- 
ferred to the “fragmentation of science into specialties 
as a serious hazard of modern research.” Because of 
the expansion of knowledge and technic, Dr. Calvin 
agreed that specialization is necessary, but he empha- 
sized that its barriers are artificial and that clues to 
nature’s secrets must be pursued wherever they may 
lead. Then the scientist went on to say: 

Nature does not make simple divisions of phenomena into 
physics, chemistry, and biology. . . . Our greatest future prog- 
ress may lie in the hands of men who are willing and able to 
ignore the artificial classifications we have erected, men who 
will readily criss-cross these fields in the pursuit of an idea. 

Professor Calvin placed as primary for the stu- 
dent the mastery of a special discipline, only to empha- 
size the fact that the student must learn to escape from 
that discipline when the need arises. He pointed to the 
necessity of enlisting “the collaboration of other spe- 
cialists to pursue knowledge wherever it may lead.” 
And herein is an even broader lesson for osteopathy— 
the need to recognize that men are beginning to cross 
historical lines of change. 


Notes MORE tHAN 900 plasma- 

phereses have been carried 
out on human subjects at 

form biweekly intervals over a 


period of at least a year. 

Plasmapheresis consists of 
removing whole blood from the body, separating it from 
its plasma, and immediately returning the red blood 
cells to the donor in a procedure that takes 21 minutes. 
This makes possible stockpiling of single sterile plasmas ~ 
instead of pooled plasmas. There are other potentials 
to plasmapheresis that open new vistas of medicine un- 
dreamed of until now. ... At the request of the Ameri- 
can Dental Association, the American Council on Edu- 
cation has appointed a sixteen-member commission to 
survey dentistry. The study will take 2 years, cost 
$400,000, and cover the fields of dental education, re- 
search, practice, and health. The purpose, according to 
the Council’s acting director, Raymond F. Howees, is 
“to assess the achievements, resources, and potentiali- 
ties of dentistry in the United States, to determine de- 
sirable areas of future development and to recommend 
methods for the better provision of an essential service 
to the American people.” . . . One of the most vital 
questions of our age, one to which the answer may be 
too long delayed, is: Does continual testing of nuclear 
weapons constitute a danger to present and future gen- 
erations? In a democracy, only public opinion can pro- 
vide the answer. That fact suggests another question: 
In today’s world, is this method of answering questions 
of a scientific nature a safe procedure? It is certainly 
a calculated risk that the free world must take if the 
divergent views of scientists are presented to the public 
for decision. 
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DEPARTMENT OF PUBLIC AFFAIRS 


ROY J. HARVEY, D.O. 
Chairman 


Bureau of Public Education 
on Health 


ROSWELL P. BATES, D.O. 
Chairman 


New Mexico 
Uniform Administrative Hearing 
and Review Act 


> The New Mexico Legislature at the 1957 session enacted 
into law, Senate Bill 87 creating a Uniform Licensing Act 
applicable to all state licensing and examining boards, includ- 
ing the State Board of Osteopathic Examiners. This act es- 
tablishes a uniform and exclusive procedure to be followed by 
licensing boards, applicants for licenses, and license holders 
in matters pertaining to the administration of the licensing 
laws. 

The law provides that every license holder or applicant 
for a license shall be afforded notice and an opportunity to be 
heard, before the board shall have authority to take final action 
to deny an application for a license, except if the applicant 
has failed the examination of the board; to deny a license on 
the basis of reciprocity, endorsement, or the acceptance of a 
national board certificate; to withhold the renewal of a license 
other than for the payment of the required fee; or to suspend 
or revoke a license. When any of the above mentioned acts 
are contemplated, a board must give the applicant or license 
holder written notice and inform him that he may secure a 
hearing before the board by depositing in the mail within 20 
days after service of said notice a registered letter requesting 
a hearing. In any of these cases other than the suspension and 
revocation of a license, the burden of satisfying the board of 
the applicant’s qualification falls upon the applicant. 

In those cases involving initial licensing, the board hear- 
ings shall be held in the county where the board maintains its 
office; otherwise hearings shall be held in the county in which 
the person whose license is involved maintains his residence 
or, at the election of the board, in the county in which the 
act or acts complained of occurred. The board and person 
involved may always agree, however, to a hearing in some other 
county. Board hearings are open to the public except in cases 
in which the reputation of the applicant or license holder may 
be irreparably damaged. The person whose license is involved 
may, for a good cause shown, request a board to hold either 
a public or a closed hearing. At the hearing, both the person 
involved and the board may present evidence and have the usual 
rights in regard to the presentation of evidence and to the sub- 
poena of witnesses. 

The board may, by application to the district court of the 
county where the proceeding or hearing is being held, enforce 
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any lawful order it issues pertaining to the hearing. The board 
may admit any evidence and may give probative effect to 
evidence that is of the kind commonly relied on by reasonably 
prudent men in the conduct of serious affairs. The board may, 
at its discretion, exclude incompetent, irrelevant, immaterial, 
and unduly repetitious evidence. Rules of privilege shall be 
applicable to the same extent in suspension or revocation pro- 
ceedings as they are in proceedings before a court of the 
state. Boards may take notice of judicially cognizable facts, 
and in addition they may take notice of general, technical, or 
scientific facts within their specialized knowledge. A complete 
record of the hearing shall be made. A majority of the mem- 
bers of the board must have participated at the hearing, but 
all board members may participate in rendering a decision pro- 
vided that those board members who were not present at the 
hearing have thoroughly familiarized themselves with the entire 
record, including all of the evidence. The decision must be 
rendered within 60 days after the hearing. The decision of the 
board shall contain findings of fact, conclusions of law, the 
order of the board based upon the findings of fact and con- 
clusions of law, and a statement informing the person involved 
as to his rights to a judicial review of the board decision. 

The person entitled to a hearing may appeal the decision 
of the board to the district court of Santa Fe County, to the 
district court of the county in which the hearing was held, or 
to any other district court of the state mutually agreed upon. 
The appeal is accomplished by filing a petition for review, 
stating all of the exceptions taken to the decision of the board. 
The court may not consider exceptions not stated in the peti- 
tion. In the case of failure to file a petition for review, the 
decision of the board shall become final. When a petition for 
review has been filed, the board must certify to the proper - 
court the record of the case. 

Upon the judicial review of a board decision under the 
Uniform Licensing Act, the judge is to sit without a jury 
and may hear oral arguments and receive written briefs. No 
evidence not offered at the hearing shall be involved. The court 
upon appeal may affirm the decision of the board, remand the 
case to the board for further proceedings, or reverse the de- 
cision if the substantial rights of the petitioner have been 
prejudiced because the administrative findings, inferences, con- 
clusions, or decisions are (1) in violation of constitutional 
provisions, (2) in excess of the statutory authority or juris- 
diction of the board, (3) based upon unlawful procedure, (4) 
affected by other errors of law, (5) unsupported by substantial 
evidence on the entire record as submitted, or (6) arbitrary 
or capricious. If, after filing the petition for review, newly 
discovered evidence is found, the petitioner may apply to the 
reviewing court for leave to present additional evidence before 
the board and the court may so direct if it believes that the 
newly found evidence is material to the issues and not cumu- 
lative. 

After the decision of the district court the board or the 
person involved may apply under rules of procedure applicable 
to civil cases to the Supreme Court of the state for further 
review. The act authorizes in addition that any licensing board. 
may apply to courts having jurisdiction for injunction to pre- 
vent violations of the statutes which it administers. The 
validity of any rule or regulation adopted by a board may be 
determined upon a petition for a declaratory judgment thereon 
addressed to the district court of Santa Fe County. The 
declaratory judgment will be rendered if it appears that the 
rule or its written application interferes with or impairs the 
legal rights or privileges of the petitioner. 
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The new law establishes an exclusive and complete pro- 
cedure for applicants or license holders under the licensing acts 
of New Mexico. The purpose of the act is to promote uni- 


formity with respect to the conduct of hearings and judicial 
reviews, and the act declares that it is to be liberally construed 
to carry out its purposes. 


§ DEPARTMENT OF PUBLIC RELATIONS 


CHESTER D. SWOPE, D.O. 


Chairman 


Bills in Congress 


> The first session of the 85th Congress convened January 3, 
1957, and adjourned sine die on August 30, 1957. More than 
12,500 public bills were introduced, some 250 of which were 
enacted into law. Those not receiving enactment during the first 
session will carry over and be pending in the second session 
which will convene January 7, 1958. 

H.R. 53—Mr. Teague, of Texas. Consolidates laws relat- 
ing to veterans. Public Law 85-56, approved June 17, 1957. 

H.R. 6191—Mr. Cooper, of Tennessee. Amends Social Se- 
curity Act to extend until July, 1957, the period during which 
an application for a disability determination is granted full 
retroactivity. Public Law 85-109, approved July 17, 1957. 

H.R. 6287—Mr. Fogarty, cf Rhode Island. Makes appro- 
priations for the Departments of Labor and Health, Education, 
and Welfare for ‘fiscal year ending June 30, 1958. Public Law 
85-67, approved June 29, 1957. 

H.R. 6548—Mr. Vinson, of Georgia. Amends the Universal 
Military Training and Service Act to authorize the President 
to issue special calls for needed physicians and dentists and 
allied specialists for duty in the Armed Forces in lieu of calls 
under the so-called Doctor Draft Act, which expired July 1, 
1957. Public Law 85-62, approved June 27, 1957. 

H.R. 6659—Mr. Spence, of Kentucky. Housing Act of 
1957. Includes authorization for college housing for students 
and faculty, and hospital housing for interns and student nurses. 
Public Law 85-104, approved July 12, 1957. 

H.R. 6718—Mr. Lesinski, of Michigan. Federal Employees’ 
Health Insurance Act of 1957. 

H.R. 6719—Mr. Long, of Louisiana. Provides pay raise 
for Department of Medicine and Surgery of the Veterans Ad- 
ministration, and includes some organization adjustments in- 
cluding recognition of optometry in the medical service. Favor- 
ably reported to the House July 11, 1957. 

H.R. 6724—Mr. Riley, of South Carolina. Amends Inter- 
nal Revenue Code to permit school teachers and administrators 
to deduct expenses of attending classes to acquire additional 
training or education. 

H.R. 6747—Mr. Harris, of Arkansas. To prohibit the use 
in food of chemical additives which have not been adequately 
tested to establish their safety. 

H.R. 6755—Mr. Moore, of West Virginia. Amends Inter- 
nal Revenue Code to allow a deduction from gross income for 
certain amounts paid by a teacher for his further education. 

H.R. 6771—Mr. Rhodes, of Pennsylvania. Amends Public 
Health Service Act to authorize the Surgeon General to make 
certain grants-in-aid for the support of public or nonprofit edu- 
¢ational institutions which provide training and services in the 
fields of public health and in the administration of State and 
local public health programs. 
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H.R. 6832—Mrs. Granahan, of Pennsylvania. Federal Em- 
ployees’ Health Insurance Act of 1957. 

H.R. 6833—Mr. Harris, of Arkansas. To amend the Hill- 
Burton Act to authorize loans for the construction of hospitals 
and other facilities. 

H.R. 6851—Mr. Teller, of New York. Amends Social Se- 
curity Act provisions relating to disability insurance benefits. 

H.R. 6874—Mr. Harris, of Arkansas. Medical and Dental 
Teaching Facilities Act of 1957. Would authorize grants for 
construction of research and teaching facilities at schools of 
medicine, osteopathy, public health, and dentistry. 

H.R. 6875—Mr. Wolverton, of New Jersey. Same as H.R. 
6874. 

H.R. 6897—Mrs. Knutson, of Minnesota. Provides that 
persons who have filed petitions for naturalization may be em- 
ployed as doctors in the Medical Service of the Department of 
Medicine and Surgery of the Veterans Administration. 

H.R. 6912—Mr. Zelenko, of New York. Amends Internal 
Revenue Code to provide an income tax deduction for depletion 
of human resources. 

H.R. 6971—Mr. Anderson, of Montana. Humanitarian and 
Old-Age Rights Act. 

H.R. 6976—Mr. Cramer, of Florida. Services to Senior 
Citizens Act. 

H.R. 6981—Mr. Elliott, of Alabama. Rehabilitation Act of 
1957. 

H.R. 6982—Mr. Fogarty, of Rhode Island. Similar to H.R. 
6981. 

H.R. 7002—Mr. Frelinghuysen, of New Jersey. To amend 
the Internal Revenue Code of 1954 to provide a 30 per cent 
credit against the individual income tax for amounts paid as 
tuition or fees to certain public and private institutions of higher 
education. 

H.R. 7034—Mr. Holifield, of California. Federal Em- 
ployees’ Health Insurance Act. 

H.R. 7037—Mr. May, of Connecticut. Amends Internal 
Revenue Code for deduction of certain amounts paid by a 
teacher for his further education. 

H.R. 7041—Mr. Pelly, of Washington. Scientific and Pro- 
fessional Classification Act. 

H.R. 7086—Mr. Blatnik, of Minnesota. Amends Title II 
of Social Security Act to permit retirement at age 60 with re- 
vised benefits. Pay-as-you-go Social Security Insurance Act. 

H.R. 7087—Mr. Christopher, of Missouri. To prohibit in- 
surance companies doing insurance business of an interstate 
character from issuing group health, hospitalization, and acci- 
dent insurance which may be canceled after a period of three 
years for any reason other than nonpayment of premium. 

H.R. 7100—Mr. Willis, of Louisiana. To revise, codify, 
and enact into law, Title 21 of the United States Code, entitled 
“Food, drugs, and animals.” 

H.R. 7127—Mr. Byrne, of Illinois. Amends Internal Rev- 
enue Code to increase personal exemption of taxpayer with re- 
spect to dependent who is a student and whose educational ex- 
penses are paid by such taxpayer. 
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H.R. 7145—Mr. Abernethy, of Mississippi. Amends Op- 
tometry Act of District of Columbia. 

H.R. 7171—Mr. Wainwright, of New York. Creates Fed- 
eral Advisory Council of Health in the Executive Office of the 
President in accordance with recommendations of Hoover Com- 
mission. 

H.R. 7238—Mr. McCormack, of Massachusetts. Amends 
public assistance provisions of the Social Security Act to per- 
mit States to elect system of medical care vendor payments. 
Public Law 85-110, approved July 17, 1957. 

H.R. 7246—Mr. Rhodes, of Pennsylvania. 
and Old-Age Rights Act. 

H.R. 7303—Mr. Roosevelt, of California. Amends Long- 
shoremen’s and Harbor Workers’ Compensation Act to provide 
that injured employee may select his own physician. 

H.R. 7347—Mr. Dellay, of New Jersey. Amends Internal 
Revenue Code to eliminate restriction on deduction for medical 
expenses. 

H.R. 7444—Mr. Beckworth, of Texas. Amends Veterans’ 
Readjustment Assistance Act of 1952 to make education bene- 
fits available to all veterans whether or not they serve during 
a period of war or of armed hostilities. 

H.R. 7445—Mr. Chelf, of Kentucky. Amends Internal Rev- 
enue Code to allow $1200 exemption for a dependent child (un- 
der 21) while attending accredited business school, college, or 
university. 

H.R. 7454—Mr. Eberharter, of Pennsylvania. Amends Tar- 
iff Act for free importation by colleges and universities of 
sound recordings and film to be used by them in certain non- 
profit radio and television broadcasts. 

H.R. 7566—Mr. Collier, of Illinois. Amends Internal Rev- 
enue Code to allow deduction of certain expenses incurred by 
taxpayer for education of a dependent. 

H.R. 7575—Mr. Watts, of Kentucky. Amends Hill-Burton 
Act to give applicants the option to obtain loans in lieu of 
grants. 

H.R. 7581—Mr. O’Hara, of Illinois. Federal Employees’ 
Health Insurance Act. 

H.R. 7609—Mr. Santangelo, of New York. Amends In- 
ternal Revenue Code to provide in case of professional athletes, 
an income tax deduction for depletion of physical resources. 

H.R. 7675—Mr. Latham, of New York. Individual Re- 
tirement Act of 1955. Permits withdrawals from Restricted 
Retirement Fund by contributors whose disability is certified 
by a licensed doctor of medicine or osteopathy. 

H.R. 7741—Mrs. Knutson, of Minnesota. Extends duration 
of Hill-Burton Act. 

H.R. 7831—Mr. Forand, of Rhode Island. Public Welfare 
Act of 1958. 

H.R. 7841—Mr. Fogarty, of Rhode Island. Health Educa- 
tional Facilities Construction Act of 1957. Provides five year 
program of grants for construction of medical, osteopathic, 
dental, and public health schools. 

H.R. 7868—Mr. Dooley, of New York. Self-employed In- 
dividuals’ Retirement Act of 1957. 

H.R. 7874—Mr. Hemphill, of South Carolina. 
H.R. 7868. 

H.R. 7875—Mr. Huddleston, of Alabama. Establishes a 
Civic Health through Athletic and Mental Proficiency Society 
of the United States. 

H.R. 7879—Mr. O'Hara, of Illinois. 
Old-Age Rights Act. 

H.R. 7882—Mr. Roberts, of Alabama. Provides that seat 
belts sold or shipped in interstate commerce for use in motor 
vehicles shall meet certain safety standards. 

H.R. 7988—Mrs. Bolton, of Ohio. Makes educational bene- 
fits available to all veterans whether or not they serve during 
a period of war or of armed hostilities. 

H.R. 8026—Mr. Neal, of West Virginia. Amends Hill- 
Burton Act to continue availability of funds for State survevs 
and planning. 

H.R. 8053—Mr. Anderson, of Montana. Authorizes the 
Surgeon General of the Public Health Service to make grants 
to public or nonprofit agencies or organizations for the con- 
struction of a community hospital to obtain needed hospital fa- 
cilities for Indians in the area to whom the Public Health Serv- 


Humanitarian 


Same as 


Humanitarian and 


104 


ice provides health services. Public Law 85-151, approved Ay- 
gust 16, 1957. 

H.R. 8082—Mr. Hillings, of California. Authorizes pay- 
ment of compensation for certain losses suffered as the result of 
the outbreak of poliomyelitis following the early use of polio- 
myelitis vaccine. 

H.R. 8093—Mr. Ashley, of Ohio. Amends Internal Rey- 
enue Code to permit amounts paid for institutional care of a 
disabled person to be deducted as medical expenses. 

H.R. 8099—Mr. Burdick, of North Dakota. Same as H.R. 
7086. 

H.R. 8158—Mr. Flood, of Pennsylvania. Self-Employed 
Individuals’ Retirement Act of 1957. 

H.R. 8194—Mr. Celler, of New York. To codify recent 
military law, and to improve the Code. 

H.R. 8253—Mr. Wharton, of New York. Amends Internal 
Revenue Code to remove restriction on amount of deduction for 
medical expenses. 

H.R. 8294—Mr. Flood, of Pennsylvania. To provide for 
national scholarships for college and university undergraduate 
study. 

H.R. 8299—Mr. 
Health Insurance Act. 

H.R. 8309—Mr. Reed, of New York. Combined Old-Age, 
Survivors and Disability Insurance—Income Tax Reporting 
Amendments of 1957. 

H.R. 8395—Mr. McGovern, of South Dakota. 
Scholarship Act of 1957. 

H.R. 8429—Mr. Wright, of Texas. Amends Vocational Re- 
habilitation Act to extend authority for grants to States re- 
garding expansion programs. Public Law 85-213, approved 
August 28, 1957. 

H.R. 8571—Mr. Lane, of Massachusetts. To provide Fed- 
eral Insurance for loans made to science and engineering stu- 
dents for tuition. 

H.R. 8629—Mr. Wolverton, of New Jersey. Food Addi- 
tives Amendment of 1957. 

H.R. 8657—Mr. Berry, of South Dakota. Amends Inter- 
nal Revenue Code to allow deduction from gross income for 
certain amounts paid by a teacher for his further education. 

H.R. 8696—Mr. Andresen, of Minnesota. Same as H.R. 
8657. 

H.R. 8717—Mr. Simpson, of Pennsylvania. Amends Inter- 
nal Revenue Code to permit deduction for income and gift tax 
purposes of certain gifts made to furnish living and eating ac- 
commodations for students at educational institutions. 

H.R. 8849—Mr. Sikes, of Florida. To provide scholarships 
for veterans for study in the field of science and engineering. 

H.R. 8850—Mr. Vinson, of Georgia. Amends Draft Act 
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to authorize additional deferments in certain cases. Passed 
House August 5, 1957. 
H.R. 8862—Mr. Macdonald, of Massachusetts. Amends 


Public Health Service Act to provide an emergency five-year 
program of grants and scholarships for postgraduate education 
in the field of public health. 

H.R. 8883—Mr. Kean, of New Jersey. Social Security 
Amendments of 1957. Raises OASI wage tax base from $4200 
to $4800, increases benefits, and extends coverage to doctors of 
medicine. 

H.R. 8902—Mr. Holt, of California. Amends Internal Rev- 
enue Code to allow deduction from gross income for certain 
amounts paid by a teacher for his further education. 

H.R. 8943—Mr. Willis, of Louisiana. To codify recent 
military law, and to improve the Code. Passed House on Au- 
gust 5, 1957. 

H.R. 8944—Mr. Bartlett, of Alaska. Provides for medical 
and dental care for certain persons outside the Continental 
Limits of the United States and in Alaska at Army and Air 
Force hospitals and dispensaries. 

H.R. 8945—Mr. Curtis, of Missouri. 
Amendment of 1957. 

H.R. 9023—Mr. Dempsey, of New Mexico. Extends until 
June 30, 1960, authority of the Surgeon General to make cer- 
tain payments to Bernalillo County, New Mexico, for furnish- 
ing hospital care to certain Indians. Public Law 85-249, ap- 
proved August 31, 1957. 

H.R. 9025—Mr. Flood, of Pennsylvania. 
Opportunity and Security Act. 
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H.R. 9028—Mr. Karsten, of Missouri. Narcotics Manu- 
facturing Act of 1957. Passed House on August 22, 1957. 

ELR. 9055—Mr. Elliott, of Alabama. Establishes a tem- 
porary Presidential Study Commission on Problems of the 
Blind. 

H.R. 9063—Mr. Williams, of Mississippi. Federal Haz- 
ardous Substances Labeling Act. 

H.R. 9170—Mr. Elfiott, of Alabama. To assist the States 
in further development of their programs of general university 
extension education. 

H.R. 9171—Mr. Elliott, of Alabama. To establish in the 
Department of Labor a Committee for the Training and De- 
velopment of Placement Personnel. 

H.R. 9175—Mr. Walter, of Pennsylvania. Veterans’ Chil- 
dren’s Scholarship Act. 

H.R. 9203—Mr. Dellay, of New Jersey. Same as H.R. 
8883. 

H.R. 9241—Mr. Simpson, of Illinois. Amends Internal 
Revenue Code for exclusion from gross income of first $3600 
of salary earned by a teacher in any year. 

H.R. 9245—Mr. Wright, of Texas. Amends Internal Rev- 
enue Code for deduction from gross income of certain amounts 
paid by a teacher for his further education. 

H.R. 9247—Mr. Dixon, of Utah. To assist States in sur- 
veying and planning with respect to college facilities. 

H.R. 9347—Mr. Poff, of Virginia. Amends Internal Rev- 
enue Code for deduction from gross income of certain amounts 
paid by a teacher to further his education. 

H.R. 9349—Mr. Sadlak, of Connecticut. To permit certain 
educational organizations to import free of duty scientific and 
laboratory apparatus for educational or scientific purposes. 

H.R. 9413—Mr. Reuss, of Wisconsin. National Scholarship 
Loan Act of 1958. 

H.R. 9414—Mr. Schwengel, of Iowa. Amends Internal 
Revenue Code for income tax deduction for certain expenses 
of attending colleges and universities. 

H.R. 9417—Mr. Miller, of Maryland. Amends Internal 
Revenue Code to permit a taxpayer who has attained the age 
of 65 and is disabled, or whose spouse has attained the age of 
65 and is disabled, to deduct up to $20,000 of medical expenses 
incurred in any year. 

H.R. 9448—Mr. Roberts, of Alabama. Old-Age, Survivors, 
and Disability Hospitalization Insurance Act. Amends Social 
Security Act to provide insurance against cost of hospitaliza- 
tion for OASI beneficiaries. 

H.R. 9467—Mr. Forand, of Rhode Island. Social Security 
Amendments of 1958. Amends Social Security Act to increase 
wage tax base from $4200 to $6000, to raise maximum benefits, 
to pay the cost of certain hospital, nursing home, and surgical 
services for persons receiving OASI benefits. Permits patient 
to “freely select the surgeon of his choice, provided that the 
surgeon is certified by the American Board of Surgery or is a 
member of the American College of Surgeons except that such 
certification shall not be required in cases of emergency where 
the life of the patient would be endangered by any delay, or in 
such other cases where such certification is not practicable.” 

H.R. 9484—Mr. Fulton, of Pennsylvania. Establishes Presi- 
dential Study Commission on Problems of the Blind. 

H.R. 9485—Mr. Fulton, of Pennsylvania. Humanitarian 
and Old-Age Rights Act. : 

H.R. 9506—Mr. Elliott, of Alabama. National Scholarship 
Act of 1957. 

H.R. 9528—Mr. Reuss, of Wisconsin. Social Security 
Amendments of 1958. 

H.R. 9577—Mr. Elliott, of Alabama. Student Aid Act of 
1957. 

H.R. 9599—Mr. Laird, of Wisconsin. Amends Internal 
Revenue Code for 30 per cent credit against individual income 
tax for amounts paid as tuition or fees to certain public and 
private institutions of higher education and high schools. 

S. 395—Mr. Hill, of Alabama. To encourage expansion of 
teaching and research in the education of mentally retarded 
children through grants to institutions of higher learning, and 
to State educational agencies. Passed Senate on August 20, 
1957. 

S. 1895—Mr. Hill, of Alabama. Chemical Additives Amend- 
ment of 1957. 


Vow. 57, Oct. 1957 


S. 1912—Mr. Neuberger, of Oregon. Amends Internal 
Revenue Code to provide income tax deduction for depletion of 
human resources. 

S. 1917—Mr. Smith, of New Jersey (for himself and Mr. 
Purtell, of Connecticut). Medical and Dental Teaching Fa- 
cilities Act of 1957. Provides for grants for construction of re- 
search and teaching facilities at medical, osteopathic, public 
health, and dental schools. 

S. 1922—Mr. Hill, of Alabama (for himself, Mr. Kennedy, 
of Massachusetts, Mr. Neely, of West Virginia, Mr. Hum- 
phrey, of Minnesota, and Mr. Smathers, of Florida). Provides 
for grants for construction of educational facilities at medical, 
osteopathic, and dental schools. 

S. 1969—Mr. Thye, of Minnesota. Continues availability 
of Hill-Burton funds for State surveys and planning for hospi- 
tal construction. 

S. 1971—Mr. Smith, of New Jersey (for himself, and Mr. 
Purtell, of Connecticut). Amends Vocational Rehabilitation 
Act to support physicians’ courses of study in physical medicine 
and rehabilitation for three-year courses instead of two-year 
courses. Public Law 85-198, approved August 19, 1957. 

S. 2072—Mr. Case, of South Dakota. To establish a Chiro- 
practic Section in the Medical Service Corps of the Army. 

S. 2119—Mr. Magnuson, of Washington. To expedite the 
utilization. of television facilities in public schools and colleges, 
and in adult training programs. 

S. 2149—Mr. Johnson, of Texas (for Mr. Hennings, of 
Missouri). Older Persons Community Center Act. 

S. 2191—Mr. McClellan, of Arkansas (and others). Amends 
Federal Regulation of Lobbying Act. 

S. 2293—Mr. Smith, of New Jersey. Creates Federal Ad- 
visory Council of Health in the Executive Office of the Presi- 
dent, in accordance with recommendation of the Hoover Com- 
mission. 

S. 2304—Mr. Humphrey, of Minnesota. Provides for 
grants and scholarships for postgraduate education in the field 
of public health. 

S. 2339—Mr. Johnston, of South Carolina (for himself, 
and Mr. Carlson, of Kansas). Federal Employees’ Health In- 
surance Act. 

S. 2357—Mr. Scott, of North Carolina. Federal Employees’ 
Health Insurance Act. 

S. 2385—Mr. Smith, of New Jersey (for himself, and Mr. 
Purtell, of Connecticut). Establishes a Presidential Study 
Commission on Problems of the Blind. 

S. 2400—Mr. Magnuson, of Washington. Amends Long- 
shoremen’s and Harbor Workers’ Compensation Act to provide 
that an injured employee shall have the right to select his own 
physician. 

S. 2479—Mr. Langer, of North Dakota. Amends Internal 
Revenue Code to allow deduction for certain expenses paid by 
taxpayer in obtaining a college education or in providing a 
college education for his spouse or dependents. 

S. 2481—Mr. Langer, of North Dakota. To prohibit ex- 
periments upon living dogs in the District of Columbia and 
providing a penalty for violation thereof. 

S. 2505—Mr. Kennedy, of Massachusetts. Veterans’ Fel- 
lowships in Education Act of 1957. 

S. 2580—Mr. Hill, of Alabama (and others). Amends 
Public Health Service Act to authorize grants-in-aid for sup- 
port of public or nonprofit educational institutions which pro- 
vide training and services in the fields of public health and in 
the administration of State and local public health programs. 

S. 2622—Mr. Monroney, of Oklahoma. Indian Higher Ed- 
ucation Act of 1956. 

S. 2737—Mr. Smathers, of Florida. Veterans’ Children 
Scholarship Act. 

S. 2763—Mr. Case, of New Jersey. To assist the States 
in certain surveying and planning with respect to college fa- 
cilities. 

S. 2802—Mr. Hill, of Alabama. Establishes in the Depart- 
ment of Labor a Committee for the Training and Development 
of Placement Personnel. 

S. 2810—Mr. Case, of New Jersey. Emergency Public 
Community College Construction Act of 1957. 

S. 2888—Mr. Douglas, of Illinois (and others). Welfare 
and Pension Plans Disclosure Act. 
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Current 


A new broncholytic drug: 
JB-251 (Caytine ) 


P INITIAL CLINICAL EXPERIENCES with a new bronchodilator, 
JB-251, are described by Edward Settel, M.D., in the August 
1957 issue of American Practitioner and Digest of Treatment. 
This drug, which is chemically described as | (gamma methyl 
3.4-methylene-dioxyphenethylamine) methyl] protocatechuyl al- 
cohol hydrochloride, was tested in 20 older patients in a nursing 
home and rehabilitation center. Administration was in one of 
three forms: 2.5 mg. strength oral tablets (with or without 32 
mg. pentobarbital added) ; 1:200 strength aerosol solution; and 
a parenteral medium of 1 ce. ampules containing 0.5 mg. per cc. 

The Gaentsler “timed capacity” vitalometer was utilized to 
measure both the total vital capacity and the volume exhaled 
during an electronically controlled period of 3 seconds, because 
all the patients represented had pulmonary insufficiency result- 
ing from bronchial obstruction or loss of pulmonary elasticity. 
Two independent 3-second readings taken before giving the 
medication served as control values; a second reading was 
taken after 1 week of continuous drug administration; and a 
third reading was taken after 3 weeks of therapy. The form 
in which the drug was given was determined by immediate dis- 
tress ; patients in acute oxygen want were given the aerosol or 
parenteral drug for immediate relief, and the tablet was given 
when distress subsided. 

Clinical relief of symptoms was reported by 18 of the 20 
patients on sustained therapy. Parenteral injections and the 
aerosol gave relief, usually within 5 to 10 minutes, lasting 2 
to 3 hours; the tablet gave relief in from 30 to 90 minutes, and 
the effects lasted 3 to 4 hours. There were fewer and milder 
seizures of bronchospasm among the asthmatics, and breathing 
was easier during exercise; other desirable effects followed. 
The bronchiectatic group reported increased ease in expectora- 
tion, and later a diminution in sputum volume. The 2 patients 
who reported no relief suffered from recurrent bronchial asthma 
of atopic origin. 

Maximal improvement generally was reached in about a 
week, and was maintained thereafter by use of the tablet. The 
over-all average increase in measured and timed expired air was 
about 10 to 15 per cent. Subjective improvement was even more 
apparent. Side effects were minimal, and consisted of palpita- 
tion and slight trembling in 2 patients (1 was relieved entirely 
and the other better able to tolerate the drug by using the com- 
bined JB-251 and pentobarbital 32 mg.) and an allergic derma- 
titis on the extensor surface of the elbows in 1 patient (in 
whom the drug gave great respiratory relief, but the itching 
rash interdicted further use of the preparation). 


Allergic reaction 
to insect stings and bites 


P ALTHOUGH CLINICAL ALLERGIC problems from insect stings 
and bites are relatively infrequent, to the sensitive patient they 
are of vital importance, since anaphylactic reaction to one sting 
may cause death in 10 to 30 minutes. In the May 15, 1957, issue 
of the New York State Journal of Medicine, James H. Bar- 
nard, M.D., points out that the allergic reactions may consist of 
urticaria, angioneurotic edema, rhinitis, asthma, and vascular 
collapse, singly or in combinations. Patients known to be sensi- 
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tive to stings should he thoroughly instructed and provided with 
remedial drugs and measures for immediate use, even before 
summoning the physician. A small kit should be prepared con- 
taining an ampul of epinephrine, 1:1,000, a vial of injectable 
antihistamine, a tourniquet large enough to go around the 
thigh, and a sterile 1 cc. hypodermic syringe and needle. The 
patient should be instructed in use of the tourniquet and injec- 
tion of 0.5 ce. of epinephrine proximal to the tourniquet or 
beneath and around the sting. Next, a full dose of antihistamine 
should be given in another area. If no improvement occurs 
after 15 minutes, the remaining 0.5 cc. of epinephrine should be 
given. The patient should be cautioned against a long run or 
other excessive physical strain, since the height of the reaction 
is reached within a half hour, with possible circulatory collapse. 
Antihistamine may be given orally if the patient is known not 
to be very sensitive and is not in danger clinically. Perennial 
allergic immunization therapy with specific extracts has proved 
helpful in some cases. 


Wound healing with 
cod liver oil ointment 


P cop Liver OI ointment fulfills the requirements for treating 
a wide variety of wounds because it is bland, nonirritating, and 
protective, according to Harold G. Grayzel, M.D., and Saul 
Schapiro, M.D., writing in the Western Journal of Surgery, 
Gynecology and Obstetrics for October 1956. These authors 
tested the ointment in 706 patients with the following wound 
classifications: wounds of traumatic and infectious origin, 
burns, abdominal fistulas and wounds, chest wounds, pressure 
sores and ulcers, pilonidal cysts and sinuses, and anorectal 
wounds. The general results were equal to, and perhaps more 
favorable than, those of other preparations of a comparable 
type. 

Certain advantages were suggested, including the follow- 
ing: Because cod liver oil ointment is anti-infectious, steriliza- 
tion is not necessary before use; it is possible that the vitamins 
A and D present in the ointment, as well as the unsaturated 
fatty acids, play an important role in wound healing; and the 
simplicity of using the preparation, as well as its good results, 
makes nursing care minimal. 


The use of a 
medical interviewer 


> THE UNHAPPY, UPSET, fretful patients who require much 
more time than those with “simple” organic disease are often 
not able to pay for the time needed to interview and treat them 
properly. Yet because the history-taking and the listening have 
diagnostic and therapeutic values, the conscientious physician is 
reluctant to deprive his patients of them. According to Louis 
Shattuck Baer, M.D., writing in the August 1957 issue of Cali- 
fornia Medicine, a successful solution in his practice has been 
to employ a medical interviewer, who obtains and records perti- 
nent information in summary form for the doctor’s perusal. 
The ideal medical historian, according to Dr. Baer, is a 
happily married woman of 50 to 70 years, whose children are 
grown but whose husband is living. She should have held a job 
outside the home at one time, have a college education or its 
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equivalent, and be warm-hearted, understanding, patient, and 
well-groomed. Interviews are held in the historian’s home, 
with its quiet and comfortable surroundings, and tea is served 
at the midpoint of an interview so that both patient and his- 
torian may have an opportunity to rest and relax. The occa- 
sional male patient (approximately 80 per cent of patients 


referred to the historian are married women) may be invit- 


ed for an interview in the evening or on a week end, when 
the historian’s husband is at home. 

The physician’s task of getting the patient to accept the 
idea of a medical historian is made easier by pointing out such 
facts as decreased cost ($25 an hour for the physician’s time, $4 
an hour for the historian’s time). He tells the patient that the 
resulting information is of equal or less cost and of more 
diagnostic value than an x-ray film or laboratory tests. Results 
have been gratifying, according to Dr. Baer. 

The article closes with a copy of the “special history form” 
used by Dr. Baer as a guide for his medical historian. 


Timed-disintegration capsules 
(Tymeaps )—a further study 


P A SPECIAL PREPARATION of pentaerythritol tetranitrate de- 
signed for timed disintegration over a 12-hour period was tested 
clinically and roentgenographically by Theodore M. Feinblatt, 
M.D., and Edgar A. Ferguson, Jr., C.R.T., and results reported 
in the New England Journal of Medicine for February 21, 
1957. The 20 patients included in the study suffered from 
chronic anginal syndrome. Medication was with Corovas 
Tymcaps, which contain pentaerythritol tetranitrate 30 mg., 
given every 12 hours on an empty stomach, with an adequate 
amount of water. 

Roentgenography and blood-level determinations showed 
that the first quarter of this medication was dispersed imme- 
diately and the second, third, and fourth quarters after 3, 6, and 
9 hours, respectively. Clinical response showed relief from 
pain beginning after the first hour, with the best control during 
the period from the third to the ninth hours. Relief usually 
continued into the next 12-hour period, thus eliminating the 
induction period necessary when the medication was first given. 
Because of the slow response, this medication is considered 
better for chronic pain than for immediate relief in an acute 
attack. 


Recognition of symptomatology 
based on emotional 
and mental disturbances 


P APPROXIMATELY 30 PER CENT of patients seen in the practic- 
ing physician’s office are suffering from symptoms that are 
purely psychogenic, and another 30 per cent suffer from organic 
illnesses with a significant psychologic overlay, according to 
Edward H. Einhorn, M.D., writing in the New York State 
Journal of Medicine for August 1, 1957. The difficulty in diag- 
nosis and the tendency to brand a complaint as purely psychoso- 
matic if an emotional or mental component is suspected necessi- 
tate careful evaluation of both attitudes and methods of 
obtaining information. 

Two groups of “vital rhythmic functions” must be as- 
sessed by indirect questioning in order to evaluate the patient’s 
symptomatology. One of these is the autonomic group, includ- 
ing the cardiovascular, gastrointestinal, respiratory, and geni- 
tourinary systems in addition to the other autonomic reflexes. 
The other is the psychologic group, including such things as 
sleeping, eating, working, playing, and recreation. Each’ phase 
of this latter group is carefully discussed in this article, and 
methods of indirect questioning are suggested for determining 
irregularities that may contribute to somatic illness. 

Dr. Einhorn stresses the significance of insignificant com- 
ments made by the patient in the course of examination. He 
shows how “I’m nervous, doctor” may be a preface to an or- 
ganic illness, or how a person who appears blandly indifferent 
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to his illness may actually be using his somatic symptomatology 
as a wastebasket for his anxiety. The factor of a decompen- 
sated neurosis is discussed, as well as some categories of treat- 
ment useful to the nonpsychiatric practitioner. For the most 
part, the physician should aim at giving encouragement, sup- 
port, and perhaps objective advice to help the patient cope 
with his life situation; he must discern and accept what dis- 
turbs the patient without feeling that the patient is foolish or 
“weak” and without becoming annoyed with him. 


Non-specific therapy in allergy: 
A further report 


P A SPECIAL EXTRACT prepared from Toxicodendron querci- 
folia, the exact composition of which was not known, was tested 
with excellent results by Joseph Rovito, M.D., in 113 patients 
suffering from various types of allergies. His report appeared 
in the September 1956 issue of American Practitioner and Di- 
gest of Treatment. Types of allergy represented were as fol- 
lows: asthma, seasonal allergic rhinitis (hay fever, pollenosis), 
perennial allergic rhinitis, eczema, other dermatologic conditions, 
drug reactions, and miscellaneous. Over 75 per cent of the pa- 
tients were considered markedly benefited or completely re- 
lieved, as determined by an independent observer. 

The action of this preparation is unknown; it is simply 
described as having a nonspecific desensitizing action. Many of 
the patients to whom it was given had previously been on spe- 
cial diets or had desensitizing procedures of various types; this 
extract, which was injected intramuscularly, obviated the neces- 
sity for those procedures and gave generally better results. No 
significant side effects were observed, nor are there any known 
contraindications. 

Summaries of the various cases are given in chart form by 
Dr. Rovito, showing the various responses to somewhat individ- 
ualized therapy. He feels that injections of this extract should 
be “worthy of a critical trial for the relief of symptoms in a 
wide variety of allergic states.” 


Capillary fragility in older people; 
the evaluation 
of bioflavonoid therapy 


> iN A stupy conducted by Boris Sokoloff, M.D., William 
Coda Martin, M.D., and Clarence C. Saelhof, M.D., reported in 
the March 1957 issue of the Journal of the American Geriatrics 
Society, the use of bioflavonoids in several common disorders 
of the aged is evaluated. 

Using the negative-pressure method (petechiometer), 134 
out of 189 elderly patients were shown to have capillary fragil- 
ity. Thirty such patients, 19 with hypertension and 11 with 
normal blood pressure, were treated with bioflavonoids in cap- 
sule form: 27 of the 30 were returned to normal or almost 
normal capillary activity. The term of therapy in this instance 
was 4 weeks. 

Bioflavonoids were also used to treat 13 patients with “little 
strokes” with good results; these patients were under observa- 
tion for periods ranging from 12 months to 3 years, and in 10 
patients there was no recurrence of “little stroke” episodes 
while under treatment. Rheumatoid arthritis was treated in 45 
patients, with variable results, seemingly related to the length 
of affliction. Clinical improvement was observed in about half 
the cases of short duration. 

Retinitis (diabetic and hypertensive) was treated in 198 pa- 
tients, with the bioflavonoids alone or combined with lipotropic 
factors. In 85 per cent of the cases, hemorrhage was promptly 
controlled and rapidly absorbed. Epistaxis, treated in 45 pa- 
tients, responded favorably to treatment with bioflavonoids. 

This study did not include experience in treating coronary 
thrombosis, but the possible role of intimal capillary hemor- 
rhage was discussed and the suggestion made that bioflavonoids 
may be useful in controlling this condition. 
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An evaluation of vasodilating 
measures in 
peripheral arterial insufficiency 


P THE TERM “vasodilator” has little meaning unless the area 
being opened vascularly is known to be either skin or muscle, 
according to Irwin D. Stein, M.D., writing in the October 1956 
issue of Angiology. Since function differs so much—skin ves- 
sels regulate body temperature and the vessels in muscles sup- 
ply blood to meet energy requirements—treatment must be di- 
rected toward the factors involved in the vascular flow in each 
instance. The vessels of the skin are controlled by the vasocon- 
strictor mechanism of the sympathetic nervous system, while in 
the muscles local factors such as the metabolites of muscle con- 
traction are added. In relation to the vessels of the skin, the 
therapeutic choice might be nerve section, temporary paralysis 
with anesthetic agents or heat, or nerve block; in relation to 
those of the muscles, hormones such as adrenalin and pituitrin 
would be of help. 

The measurement of increased muscle flow is best accom- 
plished by functional tests and by plethysmography. None of 
these tests is completely accurate, and there can be some objec- 
tion raised to almost all known therapeutic measures. After 
outlining both categories briefly—tests and treatments—the au- 
thor suggests that a new preparation, nylidrin (Arlidin), has 
considerable value. Nylidrin is structurally related to adrenalin; 
a single intra-arterial injection has experimentally been shown 
to increase blood flow in muscles to as much as five to six times 
the resting value, an increase that may last several hours. This 
drug was tested orally in 220 patients in whom intermittent 
claudication was the chief manifestation of defective blood sup- 
ply to the working muscles of the extremity, and in whom 
other therapeutic measures had shown little value. There was 
a significant increase in walking ability in 65 to 70 per cent 
of cases. 


Multiple therapy in vaginitis 
with Gynben 


P VAGINITIS OF diverse etiologic types has been successfully 
treated with Gynben, a vaginal suppository containing diiodo- 
hydroxyquinoline 100 mg., sulfadiazine 500 mg., diethylstilbestrol 
0.1 mg., sodium lauryl sulfate 6.54 mg., tartaric acid 6 mg., boric 
acid 130 mg., dextrose 0.71 gram, lactose 0.71 gram, and 
kaolin 0.71 gram. In a study reported by Ronald F. Norris, 
M.D., in the March 1957 issue of the Southern Medical Journal, 
140 out of 153 cases of vaginitis were successfully treated. In- 
fections were causesd by Candida albicans in 79 cases, Tricho- 
monas vaginalis in 51 cases, atrophic bacterial vaginitis in 20 
cases, and nonspecific causes in 3 cases. Of the candida infec- 
tions, 99 per cent were cured in 3 months; 76 per cent of the 
trichomonas infections were cured; the remaining cases all re- 
sponded to therapy whether associated with senile changes or 
not. One vaginal insert was used daily in each instance, al- 
though it has been determined that two inserts daily will give 
faster results. Only 2 patients showed mild sensitivity to the 
drug. 


External manifestations 
of multiple polyposis 


P A CASE OF multiple polyposis, osteomatosis, and skin tumors, 
commonly considered familial but apparently isolated in this in- 
stance, is reported by Capt. Harold P. Lazar (MC), Capt. Neil 
S. Crow (MC), and Capt. Byron G. Brogdon (MC) U.S.N.B. 
Air Force, in the August 1957 issue of A.M.A. Archives of 
Internal Medicine. 

The patient was a 25-year-old white soldier, who had had in- 
termittent diarrhea for 10 years and intermittently bloody stools 
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for 3 to 4 years. Rectal and roentgenographic examination re- 
vealed multiple polyposis involving all portions of the colon, 
including the cecum, There were multiple bony protuberances 
of the frontal bone and a visible osteoma of the right mandible, 
Skin tumors of a fibrous spongy subcutaneous type*were present 
on the left posterior shoulder and the right posterior thigh, 
There were numerous small pitted scars on the upper back, 
Biopsy of the skin lesion on the thigh was followed by a histo- 
logic diagnosis of epithelial cyst. Total colectomy and ileostomy 
were performed, and sections of the polyps showed them to be 
adenomatous in type, with minimal cellular atypical changes, 
and no area suggestive of malignancy. 

The family history was checked through local physicians, 
and no similar instance of this symptomatic triad was found. 
This was considered by the authors to be unique, since all cases 
reported in the literature have been associated with a family 
tendency toward part or all of the triad. Various theories con- 
cerning the genetic inheritance of the abnormality were present- 
ed, along with the suggestion that this case represented either a 
spontaneous mutation with development of the syndrome or else 
the fact that additional follow-ups might reveal stigmata of the 
syndrome in one or more of the kindred, 


Tonsil tags 


Pm AN AMAZINGLY HIGH percentage of tonsillectomies are fol- 
lowed by localized recurrences called “tonsil tags,” according to 
Borys Tolezynski, M.D., writing in the August 1957 issue of 
Postgraduate Medicine. This incidence of recurrence, which 
ranged from 22.4 to 82 per cent according to the author’s sur- 
vey of the literature, represents two etiologic groups: The first 
group comprises those whose tonsils were imperfectly removed, 
and who have tonsil tags evident in the first days following the 
operation; and the second group comprises those in whom ton- 
sil remnants are found months or years after tonsillectomy, and 
in whom the operative procedure was considered satisfactory at 
the time. The first type can result from failure to engage the 
whole tonsil and especially its lower pole in a Sluder or wire 
snare tonsillotome; fear of hemorrhage, excessive scarring, and 
contraction often causes the surgeon to stop short of complete 
resection. The other type may result from hypertrophy of the 
microscopic extracapsular lymphoid tissue which remains unde- 
tected at operation; it has been stated that no operative proce- 
dure can eliminate this possibility, since the tissue subject to 
hyperplasia is extracapsular. 

Since not every accumulation of lymphoid tissue in the 
scarred tonsillar fossa is a tonsil tag, differential diagnosis be- 
comes important; true tonsil tags are identified by the presence 
of tonsillar crypts. They may be confused with a plica triangu- 
laris adjacent to the tonsil, which was not removed at operation; 
with an outgrowth of the lingual tonsil; or with an accumula- 
tion of adhesive tissue in the tonsil bed. In some instances an 
infected tonsil tag is buried under this adhesive tissue, and can 
be detected only by tenderness at palpation. 

Tonsil tags are clinically significant because they are more 
often and more heavily infected than intact tonsils and are 
likely to produce pathologic change in local or distant tissues. 
Adhesions and fibrous tissue usually prevent drainage of toxic 
material into the oral cavity, and much of it is absorbed into 
the lymphatics and small veins. This infection may precipitate 
relapses of such diseases as rheumatic fever, endocarditis, 
chronic nephritis, and even arthritis. 

Following are indications for removal: (1) Repeated at- 
tacks of acute tonsillitis or quinsy; (2) recurring cervical lym- 
phadenitis; (3) chronic purulent tonsillitis; (4) presumed asso- 
ciation of infected tonsil tag with existing uveitis (iritis, 
iridocyclitis, choroiditis), bacterial endocarditis, juvenile rheu- 
matism and arthritides, or glomerulonephritis; (5) chronic 
purulent otitis media; (6) diphtheria carriers, when other 
treatment has failed; (7) ‘hyperthyroidism, if toxic thyroid ap- 
pears to result from infected tonsil tag; and (8) unexplained 
prolonged subfebrile and septic conditions. 

Operative technic for removal of tonsil tags is discussed, 
including recommendations for instruments to be used in the 
procedure. However, the writer stresses that the best treatment 
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of tonsil tags is their prevention, by careful dissection at tonsil- 
lectomy to enable complete removal of the plicae. 


Early recognition 
and treatment of glaucoma 


® GLAUCOMA-CONSCIOUSNESS and knowledge of a few simple 
diagnostic procedures can help the general practitioner to recog- 
nize and treat this disease entity while it is still in its earlier, 
stages, according to A. J. Elliot, M.D., writing in the July 1957 
issue of Postgraduate Medicine. This early recognition is im- 
portant, since blindness often occurs in the untreated case, and 
early medical or surgical treatment is successful in preventing 
blindness in a large percentage of instances. 

Acute congestive glaucoma begins suddenly, with excruciat- 
ing pain in and around the eyes, ears, or teeth. Nausea and 
vomiting may wrongly suggest a “bilious attack.” Visual acuity 
diminishes rapidly, especially reducing the field of vision on the 
nasal side, and a cloudiness of the cornea can be readily seen. 
Immediate action may save the affected eye from blindness. 

For every case of acute congestive glaucoma, ten cases of 
simple glaucoma are seen. Because the disease develops slowly 
and painlessly, the first complaint may be of an occasional 
blurring in front of one or both eyes, lasting for several hours 
and perhaps accompanied by a unilateral headache. The symp- 
toms may occur at times of stress, or after the patient has at- 
tended the theater. There may not be specific ocular symptoms, 
but only a serious, progressive defect in the peripheral portion 
of the visual field. 


Several simple tests are outlined by the author, to help the 
general practitioner make a diagnosis at this early stage, while 
it is possible to arrest the progress of the disease. Among these 
is a test of the peripheral and central visual fields using a white 
hatpin as the visual object. Another, and perhaps the most 
valuable, is tonography, which tests the intraocular pressure by 
determining the rate of fluid release and establishing a diagnosis 
according to increased resistance in the corneoscleral trabeculae. 
Still another is gonioscopy, which enables the physician to de- 
termine the width of the angle in the anterior chamber by 
means of a special contact lens. Among the provocative tests, a 
frequently used method is to have the patient drink 1,000 cc. of 
water, with intraocular pressure being checked before and after 
ingestion by means of a tonometer. If the pressure increases 
by 8 to 10 mm. after an hour, glaucoma is probably present. 

Differential diagnosis and treatment are briefly discussed, 
and then several rules to guide the general practitioner in rec- 
ognition of glaucoma are outlined: (1) visual acuity should be 
measured with a Snellen chart, with or without the patient’s 
spectacles; (2) the patient should be questioned about visual 
changes, such as clouding, blurring, or colored rings around 
lights; (3) digital palpation should determine whether the eyes 
are abnormally soft or abnormally hard; (4) the size and re- 
action to light of the pupils should be checked; (5) each eye 
should be examined with an ophthalmoscope, noting pallor or 
cupping of the optic disk; and (6) the physician should inquire 
about family history, to determine if any members of the pa- 
tient’s family have ever had glaucoma. 


Enzyme therapy 
by intramuscular route 
in chest diseases 


P EXPERIMENTATION with aerosolized trypsin showed effective 
results, but the inhalation therapy caused irritation to the mu- 
cous membrane in several patients. Observation of the action 
of parenteral trypsin in the healing of traumatic and varicose 
ulcers suggested the possibility of parenteral treatment of re- 
spiratory disorders as well, and 25 patients with various degrees 
of bronchial asthma, chronic bronchitis with asthma, and in- 
termittent bronchial asthma of long standing were tested for 
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clinical response to enzyme therapy. Results are reported by 
N. E. Silbert, M.D., in the May 1956 issue of Diseases of the 
Chest. 

A preparation containing 5 mg. of trypsin per ml. of 
sesame oil was injected intramuscularly. After a first injection 
of 0.5 ml., 1 ml. was given daily for 5 days, then 1 ml. every 
2 or 3 days for 2 weeks, and a final dose 1 week later. Results 
were checked for clinical and radiographic improvement. Of 
the 25 cases, 13 showed marked improvement, 9 showed slight 
to moderate improvement, and 3 showed no change. The dura- 
tion of improvement varied among patients; it ranged from 
4 to 6 months in some to only 10 days to 2 weeks in others; 
in some instances repeated treatment controlled symptoms. 
All patients had difficulty in raising sputum before treatment, 
and all raised it copiously and with ease after a few days of 
therapy. The volume of secretions was subsequently diminished 
and breathing was easier. 

One of the 25 patients was unable to fully tolerate the 
enzyme, and reported severe pain in the hips, a diffuse rash 
around the pelvic girdle, and an exacerbation of the asthmatic 
syndrome by the time of third injection of the second course. 
Several complained of extreme pain at the site of injection, 
several had a fine maculopapular rash about the entire pelvic 
girdle, and there was one complaint of dizziness and light- 
headedness but treatment was completed in all these cases. 


A clinical and morphologic study 
of forty-two cases 
of fatal acute pancreatitis 


> a stupy py Alan P. Thal, M.B., John F. Perry, Jr., M.D., 
and Willadene Egner, B.S., published in the August 1957 issue 
of Surgery, Gynecology and Obstetrics, is an endeavor to 
evaluate the clinical and pathologic features of pancreatitis in 
the light of recent experimental studies. The cases presented 
here include 6 of acute interstitial pancreatitis and 36 of acute 
hemorrhagic pancreatic necrosis; all were fatal. 

The clinical course of acute interstitial pancreatitis could 
not be distinguished from the severe forms of hemorrhagic 
pancreatic necrosis, except that no patients survived for a pro- 
longed period to die of late complications. Although autopsy 
findings frequently indicated the presence of chronic biliary and 
pancreatic disease, only 2 of the patients reported previous at- 
tacks of abdominal pain. Structural changes found at autopsy 
included gross swelling and indurated, friable, pale tissue with 
the lobules separated by edema fluid, and purulent material in 
the ducts in some cases. Microscopic examination revealed a 
diffuse inflammatory reaction and some suggestion of ductal 
obstruction. Although bacteriologic studies were performed in 
only 1 case, there may well have been a superimposed bacterial 
infection in all instances. 

The necrotizing form of pancreatitis is distinguished by 
the puzzling occurrence of sudden massive and total destruction 
of all structural elements of the gland. Possible related factors 
in this series were previous gastrointestinal complaints (biliary 
tract disease, duodenal ulcer, recurrent pancreatitis) in 24 
patients; abdominal operation in 10 patients; thromboembolic 
complications in 6 patients; massive gastrointestinal hemorrhage 
in 5 patients; prolonged shock in 19 patients; and various mis- 
cellaneous conditions. Structural changes at autopsy varied, 
with the single diagnostic criterion for acute hemorrhagic pan- 
creatitis being the presence of extensive coagulation necrosis. 
Microscopic studies of the parenchyma, inflammatory -reaction, 
fibrosis (found in 90 per cent of the cases as old scarring in- 
dicative of previous pancreatic disease), duct obstruction, and 
vascular lesions are discussed. { 

Significant conclusions were: 80 per cent of these fatal 
cases represented acute exacerbations of chronic pancreatic 
disease; duct obstruction per se fails to produce pancreatic 
necrosis, and the possibilities of ischemia ‘or bacteriologic infec- 
tion are suggested; there is a morphologic similarity between 
the human necrotizing pancreas and the experimentally induced 
Schwartzman reaction; and there is a possibility that epinephrine, 
norarterenol, and related substances may prove an important 
factor in precipitation of pancreatic necrosis. 
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P Books for review which were received during the period 
from August 5 to September 5 are listed on advertising pages 
119 to 122. Reviews of these books will be published as space 
permits. 


B® STRESS AND STRAIN IN BONES. Their Relation to Fractures 
and Osteogenesis. By F. Gaynor Evans, Ph.D., Associate Professor of 
Anatomy, Wayne State University, College of Medicine, Detroit, Michi- 
gan. Cloth. Pp. 245, with illustrations. Price $6.50. Charles C Thomas, 
Publisher, 301-327 E. Lawrence Avenue, Springfield, Illinois, 1957. 


A volume devoted to the effect of physical force on the 
skeletal system is one likely to arouse the interest of the osteo- 
pathic physician. Such a work finds a welcome place in present- 
day medicine for much of the literature available on this subject 
dates back into the nineteenth century or earlier, and a sizeable 
portion of it is not available in English translation. Research 
on the biomechanics of bone has continued through the years, 
but scarcely any of its findings have been easily accessible to the 
physician, especially in book form. The age of high speed acci- 
dents in which we live has made it imperative that more infor- 
mation on the physical characteristics of osseous tissue—par- 
ticularly in relation to fracture—be readily available to the 
healing art. 

The first chapter of Dr. Evans’ book will prove indispensa- 
ble to those of our profession who are engaged in the study of 
skeletal structural mechanics. There has long past been a need 
for a clarification of the terms used by those who work in this 
field. The author, in consultation with members of the College 
of Engineering of Wayne University, has defined such hereto- 
fore loosely used terms as “stress,” “strain and tension,” “com- 
pression,” and “torsion.” In the future, those who are con- 
cerned with this sphere of work should not be plagued with 
inaccurate semantics. 

The ways of studying stress and strain in bones are also 
of particular interest to the members of the osteopathic school 
of medicine. Dating from observations of Galileo in 1638, the 
mechanical significance of bone form has occupied the interest 
of biologic and pure science for several centuries. At first, 
observation of anatomic specimens, together with mechanical 
and mathematical analyses of them, served as the only research 
tools available. Indeed, the latter addition of roentgenographic 
technics was but an advancement of this original method. 

Dr. Evans wisely devotes considerable space in his book 
to the dynamic new processes now. available for the investiga- 
tion of osseous biomechanics. Most of these are adaptations of 
standard industrial engineering technics used for the study of 
stress patterns of various materials. The analysis of the photo- 
elastic patterns of plastic models examined under polarized light 
was a forerunner to later technics which utilize coatings of 
various strain sensitive lacquers over actual anatomical speci- 
mens. Even more fascinating possibilities are suggested by the 
demonstration of tensile and compressive strains occurring in 
the bones of living dogs by wire resistance gages connected 
with cathode ray oscilloscopes. Such research tools as these are 
to be carefully appraised by a school of medicine that professes 

a unique awareness of the structural frailty of bipedal man! 

Stress and Strain in Bones is of interest and importance to 
the practicing physician, both in what it says and what it is. 
No doubt this volume has been’ partly encouraged by contact 
with the investigations of the Aero Medical Laboratory, De- 
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partment of the Air Force, and the Crash Injury Research 
group of Cornell University Medical School. The book con- 
tains the results of a program of fundamental investigation 
that has a direct relationship to a serious current medical and 


social problem—the crash injury. American medical research 
has truly come to a sorry day when a project is noteworthy be- 
cause of its design for the welfare of mankind rather than 
the accumulation of facts! 

This reviewer heartily recommends this thought-provoking 
volume to the readers of THE JouRNAL. It will prove an indis- 
pensable addition to the library of the osteopathic physician who 
is aware of the significant place the biomechanics of bone plays 
in the particular bent that characterizes his school of medical 
thought. 


Cuartes D. Ocitvir, D.O. 


bm PSYCHIATRIC NURSING. By Ruth V. Matheney, R.N., B.S., 
M.A., Chairman, Nursing Science Program, Queens College of the City 
of New York; and Mary Topalis, R.N., B.S., M.A., Chairman, Depart- 
ment of Nursing, Fairleigh Dickinson University, Rutherford, New Jer- 
sey. Ed. 2. Cloth. Pp. 259, with illustrations. Price $3.50. The C. V. 
Mosby Company, 3207 Washington Blvd., St. Louis 3, 1957. 


The authors have brought up to date the contents of the 
second edition of this text for student nurses and have added 
much new material, particularly the results of research on the 
nurse-patient relationship and the social structure of the hospi- 
tal. Bibliographic listings include books that outline important 
new and promising trends in psychiatric nursing. 

The book with its simple but accurate explanation of psy- 
chiatric material, including discussion of probable development 
factors in the various types of disorders and prescribed nursing 
attitudes in various situations, remains one of the best for stu- 
dents in psychiatric nursing. 


Bm RYPINS’ MEDICAL LICENSURE EXAMINATIONS. Topical 
Summaries and Questions. Edited by Walter L. Bierring, M.D., 
M.A.C.P., M.R.C.P., Edin. (Hon.) Former Member, National Board of 
Medical Examiners, American Board of Internal Medicine, Iowa State 
Board of Medical Examiners; Iowa State Commission of Health; Pro- 
fessor Emeritus, Theory and Practice of Medicine; College of Medicine, 
State University of Iowa; Secretary, Federation of State Medical Boards 
of the United States; Chairman (Hon.), 1933-53, American Board of 
Preventive Medicine, Inc.; Director, Division Gerontology, Heart and 
Chronic Diseases, Iowa State Department of Health; with the Collabora- 
tion of a Review Panel. Ed. 8. Cloth. Pp. 964, with illustrations. Price 
$10.00. J. B. Lippincott Company, East Washington Square, Philadel- 
phia 5, 1957. 


For use as a review for licensure and for other examina- 
tions, the eighth edition of Rypins’ compact and comprehensive 
book is an exceptionally good reference. The chapter on Medi- 
cal Qualifying Examinations has been expanded and rewritten 
entirely. Extensive revisions have also been made in the sections 
on obstetrics and gynecology and on medicine. Separate sum- 
maries of each subject in the book are followed by long lists 
of discussion, true and false, and multiple-choice questions 
typical of those asked on licensure examinations. 

The object of this book is not to teach anything new, but 
to help the examinee to organize efficiently the voluminous 
amount of material covered in the medical course. Dr. Bierring 
and his review panel of eleven specialists, each of whom con- 
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tributed a section to the book, have prepared a very well- 
organized and extremely helpful review. 


pe A MANUAL OF PHARMACOLOGY and Its Applications to Thera- 
peutics and Toxicology. By Torald Sollmann, M.D., Professor Emeritus 
of Pharmacology and Materia Medica, School of Medicine, Western Re- 
serve University, Cleveland, Ohio. Ed. 8. Cloth. Pp. 1535. Price $20.00. 
W. B. Saunders Company, West Washington Square, Philadelphia 5, 
1957. 


All who are concerned with the use of drugs will welcome 
this revision,,as it is the first since 1948. Obsolete material has 
been replaced with new information in accordance with the 
latest pharmacologic research, and the whole has been expanded 
by 400 pages. As in previous editions, the two-column page 
and the variance in size of the type to differentiate the general 
from the specialized material add greatly to the usability of the 
hook. The indexing and bibliography maintain their usual high 
standard. 


em CLINICAL TOXICOLOGY. The Clinical Diagnosis and Treatment 
of Poisoning. By S. Locket, M.B., B.S., M.R.C.P. (London); Senior 
Physician, Oldchurch - Hospital, Romford, Essex; Physician-in-Charge, 
N.E. Metropolitan Regional Barbiturate Unit, Oldchurch Hospital, Rom- 
ford, Essex. With special sections on The Identification and Estimation 
of Some Common Toxic Substances by W. S. M. Grieve, M.Sc., Ph.D., 
F.R.I.C., Biochemist, Oldchurch Hospital, Romford, Essex; and The 
Identification and Botanical Characteristics of Some of the More Fre- 
quently Encountered Poisonous Plants by S. G. Harrison, B.Sc.; Senior 
Scientific Officer, Royal Botanic Gardens, Kew, England. Cloth. Pp. 772, 
with illustrations. Price $20.00. The C. V. Mosby Company, 3207 Wash- 
ington Blvd., St. Louis 3, 1957. 


The field of toxicology has long lacked a book that would 
assist physicians in the analysis, differentiation, and treatment 
of the various kinds of poisoning. This one, written by a 
clinical physician who specializes in toxicology, is most com- 
prehensive and helpful. All kinds of poisonings are discussed 
in relation to their symptoms, treatment, and effects on the 
various systems of the body. 

Of particular aid to the busy physician is the method of 
indexing the contents of the book in four different ways. The 
Treatment Index enables him to find the page with the emer- 
gency therapeutic instruction quickly. The Index of Plants, 
accompanied by a chapter on the identification of poisonous 
plants, offers similar assistance. 

Because poisonings are a part of everyday medical practice, 
a gdod toxicology reference is a necessity for the general prac- 
titioner. Most such books are written by laboratory technicians, 
pathologists, and public health officers, who do not understand 
the clinical problems involved. Dr. Locket’s years of practical 
experience have helped him to produce an accurate and thor- 
oughly useful volume. 


eB CLINICAL TOXICOLOGY OF COMMERCIAL PRODUCTS. 
Acute Poisoning (Home & Farm). By Marion N. Gleason, Research 
Assistant in Pharmacology, School of Medicine and Dentistry, The Uni- 
versity of Rochester, Rochester, New York; Robert E. Gosselin, M.D., 
Ph.D., Professor of Pharmacology, Dartmouth Medical School, Hanover, 
New Hampshire; Harold C. Hodge, Ph.D., D.Sc., Professor of Pharma- 
cology and Toxicology, School of Medicine and Dentistry, The Univer- 
sity of Rochester, Rochester, New York. Cloth. Pp. 1160, with illustra- 
tions. Price $16.00. The Williams & Wilkins Company, Mt. Royal and 
Guilford Avenues, Baltimore 2, 1957. 


“Every day of the year, about eight people in the United 
States die from accidentally or intentionally swallowing some 
substance capable of causing death.” This short, simple quota- 
tion, taken from the Foreword of this book, significantly dem- 
onstrates why every physician has a definite need for an ac- 
curate and complete toxicology reference. In our modern world 
of easily obtainable patent medicines, insecticides, cosmetics, 
cleaning agents, and similar products, the likelihood of poisoning 
through their misuse is ever present. 

This book lists the trade names of commercial products, 
and the ingredients and degree of toxicity of each, along with 
general formulations for types of products and therapy for 
different kinds of poisoning. A list of manufacturers is also in- 
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cluded so that they could be contacted if a question arose about 
one of their products. East section is printed on different col- 
ored paper to facilitate speed in emergencies. 

New products appear and disappear daily, and therefore the 
authors have listed only those which are relatively permanent. 
Typical information about products too new to be included in 
the compilation can be obtained, however, in the general formu- 
lations section. In an effort to keep up with the constantly 
changing market, a supplement is in the making and will be 
available soon. It will contain “products which have appeared 
since this book was published as well as products whose in- 
gredients have been changed since publication.” 

Because of the danger of fatal poisoning, especially in chil- 
dren, a reliable book such as this one is of great value. It is an 
extremely worth-while addition to every physician’s office 
library. 


B&B GYNECOLOGIC THERAPY. By William Bickers, M.D., Attending 
Gynecologist to Richmond Memorial, Retreat for the Sick, Sheltering 
Arms, Richmond Community and Evangeline Booth Hospitals, Richmond, 
Virginia, Cloth. Pp. 158. Price $4.25. Charles C Thomas, Publisher, 
301-327 E. Lawrence Ave., Springfield, I'., 1957. 


For the senior student or young physician, this book gives 
a condensed outline of differential diagnosis and treatment for 
common gynecologic disorders. It makes no pretense of being 
exhaustive, nor is it a reference work for the specialist in that 
field; it simply presents current thought in aspects of clinical 
history, physical findings, laboratory diagnostic tests, and thera- 
peutic regimens, arranged for quick reference. 

Arrangement is by anatomic site (vulva, vagina, cervix, 
uterus, fallopian tubes, and ovaries) and is further subdivided 
by a classification of diseases according to type (inflammatory 
diseases, ulcers, tumors, metabolic disorders, and congenital 
anomalies). Separate sections on menstrual irregularities, dys- 
menorrhea and premenstrual tension, endometriosis, sterility, 
abortion, ectopic pregnancy, hydatidiform mole and chorio- 
nepithelioma, leukorrhea, hirsutism and intersexuality, and the 
menopause are included, with outlines of suggested treatment 
for each condition. Indexing is adequate. 


& SICK CHILDREN—Diagnosis and Treatment. By Donald Paterson, 
M.D. (Edin.), F.R.C.P. (Lond.), F.R.C.P. (Canada), Consulting Physi- 
cian to The Hospital for Sick Children, Great Ormond Street, London; 
Consulting Paediatrician, Westminster Hospital, London; Honorary Con- 
sultant to the Department of Paediatrics at the Vancouver General Hos- 
pital; Sometime Clinical Professor of Paediatrics, Faculty of Medicine, 
University of British Columbia and Senior in Paediatrics, Vancouver 
General Hosptal. Revised by Regina'd Lightwood, M.D. (Lond.), 
F.R.C.P. (Lond.), D.P.H. (Eng.), Director, Paediatric Unit, St. Mary’s 
Hospital Medical School, University of London, and Physician-in-Charge, 
Children’s Department, St. Mary’s Hospital, London; Physician to The 
Hospital for Sick Children, Great Ormond Street, London; Paediatrician 
to the Research Unit for Juvenile Rheumatism, Canadian Red Cross Me- 
morial Hospital, Taplow; External Examiner in Paediatrics to Memorial 
Hospital, Taplow; External Examiner in Paediatrics to the University 
of Wales. With the assistance of F. S. W. Brimblecomb, M.D. (Lond.), 
M.R.C.P. (Lond.), D.C.H., Paediatrician, Royal Devon and Exeter Hos- 
pital, and Exeter City Hospital; Consultant Paediatrician, Exeter Clinical 
Area. Ed. 7. Cloth. Pp. 593, with illustrations. Price $8.75. (North 
American market only) J. B. Lippincott Company, E. Washington 
Square, Philadelphia 5, 1956. 


Completely rewritten since its 1949 edition, the present 
volume incorporates much new material. Important additions 
are discussions of tropical medicine, diseases of the nervous 
system, mental defects, cardiac and circulatory conditions, the 
care of the premature infant, and rheumatism and carditis. 
Other noteworthy chapters include technics and importance of 
history taking and the clinical-examination. In connection with 
the latter, many clinical signs that can alert the physician to 
serious health problems are cited. 

The current edition retains the emphasis on accurate diag- 
nosis and the use of simple, effective treatment of the more 
common disorders of childhood. Its thoroughness and its way 
of relating the child’s activities to a possible diagnosis make 
the book particularly useful to the young doctor to whom 
children and their activities are relatively unknown; however, 
the book would be of value to any practitioner. 
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The text is concise, with discussions following an outline 
of etiology, clinical appearance, treatment, and prophylaxis. 
Charts and illustrations are used to good advantage; an exact 
index aids in quick reference. 


THE ELECTROCARDIOGRAM~—Its Interpretation and Clinical 
Application. By Louis H. Sigler, M.D., F.A.C.P., F.C.C.P., F.A.C.C., 
Attending Cardiologist and Chief of Cardiac Clinics, Coney Island Hos- 
pital; Attending Cardiologist, Adelphi Hospital; Consulting Cardiologist, 
Rockaway Beach Hospital; Consulting Cardiologist, Menorah Home and 
Hospital for the Aged; formerly Instructor in Medicine, New York Post 
Graduate Medical School, Columbia University, N.Y. Ed. 2. Revised. 
Cloth. Pp. 312, with illustrations. Price $8.75. Grune & Stratton, 381 
Fourth Avenue, New York City 16, 1957, 


This second edition of Dr. Sigler’s fine book emphasizes 
the fact that an unusual electrocardiogram does not always 
indicate a diseased heart. It includes electrocardiograms that 
illustrate how such things as cardiac hypertrophy, posture, 
drugs, and constitutional states can influence the cardiogram 
of the patient. Arrhythmias, myocardial diseases resulting from 
coronary insufficiency, infectious states, trauma, and intoxica- 
tions are also discussed. 

Much of the extraneous material that was in the first edi- 
tion has been removed, along with duplicate pictures of electro- 
cardiograms, making this edition much more concise and com- 
pact. However, its coverage of the material is certainly detailed. 
Modern research has made necessary the revision of some of 
the chapters, but those on how to make an electrocardiographic 
examination and on the anatomy of the heart are essentially 
the same. Because of its accuracy and explicitness, this book is 
welcome as a reference. 


® HANDBOOK OF DIFFERENTIAL DIAGNOSIS. By Harold 
Thomas Hyman, M.D., Consulting Physician, Monmouth Memorial Hos- 
pital, Long Branch and Riverview Hospital, Red Bank, N.J.; Diplomate 
of the American Board of Internal Medicine; Formerly Assistant Pro- 
fessor of Pharmacology, Columbia University; Associate Attending Phy- 
sician, The Mount Sinai Hospital, New York; Attending Physician, The 
Montefiore Hospital, New York. Ed. 2. Cloth. Pp. 801. Price $8.00. 
J. B. Lippincott Company, E. Washington Square, Philadelphia 5, 1957. 


The second edition of this compact reference is designed 
to be an even greater help to the general practitioner, student, 
and specialist than was the first edition. An index, printed on 
blue paper to contrast with the rest of the volume, contains 
3,200 entries “listing every conceivable subjective symptom, 
objective sign and laboratory finding.” These entries refer to 
capsule-sized paragraphs delineating possibilities and clues to 
aid in differential diagnosis. 

New sections include an appendix containing a verbal 
blueprint for an office laboratory, with particular emphasis on 
necessary equipment, and a list of integrations to help the 
methodical reader correlate fields of knowledge. There are 
many new and revised entries in the main section of the book, 
and new charts help to give method to the establishing of a 
differential diagnosis. 

The expanded “Handbook of Differential Diagnosis” is 
valuable as a portable compendium of diagnostic information 
to a wide range of medical practitioners. 


®& Principles of SURGICAL PHYSIOLOGY. By Harry A. Davis, 
M.D., C.M., F.A.C.S., Clinical Professor of Surgery and Director of 
Surgical Research, College of Medical Evangelists, Los Angeles Division; 
Senior Attending Surgeon, Los Angeles County Hospital, White Me- 
morial Hospital, and Cailfornia Hospital, Los Angeles, California. With 
a Foreword by Lester R. Dragstedt, M.D., F.A.C.S., Professor of Sur- 
gery and Chairman of the Department of Surgery, School of Medicine, 
University of Chicago. Cloth. Pp. 841, with illustrations. Price $20.00. 
Paul B. Hoeber, Medical Book Department of Harper & Brothers, 49 E. 
33rd St., New York 16, 1957. 


The interrelationship of the physiologic principles of the 
various parts of the body and the effect of surgical procedures 
on the total body function should be realized by the practicing 
surgeon. Too often the living organism is conceived as a group 
of independent units instead of as a whole. Because this mis- 
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conception can be a causative factor in postoperative complica- 
tions, the importance of the holistic view is stressed in Dr, 
Davis’ physiology reference. 

Part I is devoted to the general principles of physiology, 
such as water and electrolyte metabolism, acid-base balance, 
tissue transplantation, and shock. In Part II there is a separate 
chapter for each of thirteen body systems, each one being dis- 
cussed in its relationship to the others. The material that is 
practical for everyday surgery is presented thoroughly and 
accurately. 

An appendix of charts and tables particularly useful to 
surgeons and the illustrative material scattered throughout the 
book make it an especially handy reference. 


& THE CYCLOPEDIA OF MEDICINE, SURGERY, SPECIALTIES, 
Editor-in-Chief, George M. Piersol, M.D. 1957 Looseleaf Revision, Part 
1. F. A. Davis Co., 1914-1916 Cherry St., Philadelphia 3, 1957. 


Because of the many recent developments in the medical 
field, “The Cyclopedia” must have constant revision. This year 
the revisions maintain the high quality of the work in general. 
Thirty-one articles have been extended, and seven new articles 
on such subjects as promazine hydrochloride, gastric vagotomy, 
muscle relaxants, and life insurance medicine are now included. 
With these additions, “The Cyclopedia” is of even greater value 
to today’s busy physicians than it has been in previous years. 


& Ciba Foundation Symposium on PAPER ELECTROPHORESIS. 
Editors for the Ciba Foundation G. E. W. Wolstenholme, O.B.E., M.A., 
M.B., B.Ch., and Elaine C. P. Millar, A.H-W.C., A.R.I.C. Cloth. Pp. 
224, with illustrations. Price $6.75. Little, Brown and Company, 34 
Beacon St., Boston 6, 1956. 


The highly technical field of electrophoresis has gained 
great importance in recent years; one of the participants in 
this symposium estimated that since Tiselius published his first 
works on the subject more than 25 years ago, over 4,000 papers 
have appeared on different aspects of paper electrophoresis 
alone. The purpose of the meeting, the proceedings of which 
are recorded in this volume, was to coordinate varying view- 
points to establish common denominators in the conduct of 
these tests. 

Ciba symposia have a pleasant habit of evidencing careful 
planning and clear thinking; the particular manifestations of 
such characteristics in this volume are the practicality of the dis- 
cussions and a good balance of subjects considered. Appropriate 
proportions are given to technics, apparatus, and interpretations, 
with a closing section on the future clinical application of this 
method of blood protein analysis. Shorter communications and 
general discussions consider specific points of technic and in- 
terpretation. 

The placing of opposing viewpoints in close proximity 
makes the work stimulating, and it should certainly prove a 
valuable contribution to the standardization of thinking on the 
subject. 


®& PRINCIPLES OF UROLOGY, An Introductory Textbook to the 
Diseases of the Urogenital Tract. By Meredith F. Campbell, M.S., M.D., 
F.A.C.S., Emeritus Professor of Urology, New York University; Con- 
sulting Urologist to Bellevue Hospital, New York; to Variety Childrens 
Hospital, Miami, and to St. Francis Hospital, Miami Beach, Florida; 
Lecturer in Urology, University of Miami School of Medicine. Cloth. 
Pp. 622, with illustrations. Price $9.50. W. B. Saunders Company, W. 
Washington Square, Philadelphia 5, 1957. 


Many of the same subjects included in the three-volume 
set edited by Dr. Campbell are included in this new text, along 
with many of the same illustrations. The written material is 
different, of course, since the larger work has multiple author- 
ship, so that this cannot be considered a condensation of the 
other set; however, the arrangement and treatment of the ma- 
terial could give somewhat that impression. 

The book has special value for the student because of its 
evident intent to teach, its helpful questions covering each chap- 
ter, and its compact size. Along with classroom acceptance, this 
book will be welcomed by general practitioners who want to 
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have the basic fundamentals of urology presented in a useful 
and authoritative manner. 


THE INITIAL MANAGEMENT OF THORACIC AND THORA- 
CO-ABDOMINAL TRAUMA. By Lawrence M. Shefts, M.D., Thoracic 
Surgery Consultant to Brooke Army Hespital, Fort Sam Houston, Texas; 
United States Air Force Hospital, Lackland Air Force Base, San An- 
tonio, Texas; San Antonio State Tuberculosis Hospital, San Antonio, 
Texas; Veterans Administration Hospital, Kerrville, Texas; Veterans Ad- 
ministration Regional Office, San Antonio, Texas; Former Thoracic Sur- 
gery Center for the Air Force, Randolph Air Force Base, Randolph 
Field, Texas; Co-Chief, Thoracic Surgery Service, Robert B. Green Me- 
morial (County) Hospital, San Antonio, Texas; Associate Professor of 
Surgery (Thoracic), University of Texas Medical School (Postgraduate 
School, Robert B. Green Memorial Hospital, San Antonio, Texas); As- 
sistant Professor of Surgery (Thoracic), Baylor University Medical 
School (Postgraduate School, Brooke Army Hospital, Fort Sam Houston, 
Texas); Professor of Thoracic Surgery (Hon.), Division of Scientific 
Medicine, University of Nuevo Leon, Monterrey, Mexico. Cloth. Pp. 121, 
with illustrations. Price $6.50. Charles C Thomas, Publisher, 301-327 E. 
Lawrence Ave., Springfield, Ill., 1956. 


Medical emergencies such as thoracoabdominal wounds 
necessitate cool-headed action on the part of the attending phy- 
sician, which comes as a result of painstaking preparation to 
meet such emergencies. Books like this one provide an impor- 
tant part of the preparation, by bringing to the physician exact 
accounts of skilled treatment in similar cases. 

Dr. Shefts has been a military surgeon, specializing in the 
kind of injuries discussed in his book. By his own description, 
his work is not to be regarded strictly as a reference but is 
meant to be read from beginning to end, in order to present the 
time sequence of an orderly emergency procedure. The au- 
thor’s emphasis on the resuscitative aspects of care is designed 
to eliminate spur-of-the-moment decisions to operate before the 
necessity is actually established or the patient is prepared. It is 
quite evident from a perusal of the text that he knows exactly 
whereof he speaks; the treatment described is detailed and rea- 
sonable because it obviously has been tested. 

Though it might seem that this book would be most val- 
uable to a military surgeon whose main concern is with such 
traumata, it might be suggested that its value is even greater 
to the general practitioner, to help him meet that occasional 
emergency with equanimity. 


& INTRODUCTION TO PHYSIOLOGICAL AND PATHOLOGICAL 
CHEMISTRY. By L. Earle Arnow, Ph.G., B.S., Ph.D., M.B., M.D., 
Vice President, Merck Sharp & Dohme Research Laboratories Division; 
Executive Director, Merck Institute for Therapeutic Research, Merck & 
Co., Inc., West Point, Pennsylvania, and Rahway, New Jersey; former- 
ly Professor of Chemistry, Bryn Mawr College Summer School of Nurs- 
ing, Bryn Mawr, Pennsylvania; formerly Assistant Professor of Physio- 
logical Chemistry, University of Minnesota Medical School, and Lec- 
turer in Physiological Chemistry, University of Minnesota School of 
Nursing, Minneapolis; Revised with the assistance of Marie C. D’An- 
drea, R.N., B.S. in Nursing Education, Educational Director, School of 
Nursing, St. Vincent’s Hospital, Indianapolis. Ed. 5. Cloth. Pp. 529, 
with illustrations. Price $4.25. The C. V. Mosby Company, 3207 Wash- 
ington Blvd., St. Louis 3, 1957. 


® INTRODUCTION TO LABORATORY CHEMISTRY. By L. 
Earle Arnow, Ph.G., B.S., Ph.D., M.B., M.D., Vice President, Merck 
Sharp & Dohme Research Laboratories Division; Executive Director, 
The Merck Institute for Therapeutic Research, Merck & Co., Inc., West 
Point, Pennsylvania, and Rahway, New Jersey; formerly Professor of 
Chemistry, Bryn Mawr College Summer School of Nursing, Bryn Mawr, 
Pennsylvania; formerly Assistant Professor of Physiological Chemistry, 
University of Minnesota Medical School, and Lecturer in Physiological 
Chemistry, University of Minnesota School of Nursing, Minneapolis; 
Revised with the assistance of Marie C. D’Andrea, R.N., B.S. in Nurs- 
ing Education, Educational Director, School of Nursing, St. Vincent’s 
Hospital, Indianapolis. Ed. 5. Paper. Pp. 116, with illustrations. Price 
$1.50. The C. V. Mosby Company, 3207 Washington Blvd., St. Louis 3, 
1957. 


Chemistry for the student nurse can be made much more 
painless by a text that explains clearly and in an interesting 
fashion the material that must be learned. The fifth edition 
of this book has been tested and revised enough times so that 
it closely approaches a standard in the field; its wide accept- 
ance attests its worth. 

Changes in the new edition keep it up to date, most of 
them to incorporate the latest findings in clinical medicine in 
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such a way as to correlate them with theoretical knowledge in 
the science of chemistry. Every effort is made to make the 
subject interesting to young women—even to including a discus- 
sion of precious stones! 

The reliability and interesting nature of the book wil! con- 
tinue to make it a standard in nursing education. 


Accompanying the text described above is the revised 
workbook in chemistry, also in its fifth edition. Several me- 
chanical features have been improved—a spiral-type binding 
added and more space given for the answering of questions. 
New experiments demonstrate paper chromatography and the 
biologic activity of testosterone. 


B® LESIONS OF THE CERVICAL INTERVERTEBRAL DISC. By 
R. Glen Spurling, M.D., Professor of Neurosurgery, University of Louis- 
ville School of Medicine, Louisville, Kentucky. Cloth. Pp. 134, with 
illustrations. Price $4.75. Charles C Thomas, Publisher, 301-327 E. 
Lawrence Avenue, Springfield, Ill., 1956. 


This new monograph may be placed side by side with 
Dr. Spurling’s earlier volume on “Lesions of the Lumbar In- 
tervertebral Disc” to form a valuable companionage. The two 
volumes follow an almost identical outline, including notes on 
history, anatomy, pathogenesis, clinical picture and diagnosis, 
roentgen diagnosis, management, and analysis of results. The 
brevity of these works is especially noticeable in view of the 
mass of published material concerning intervertebral disk le- 
sions; however, the author considers his monographs a sum- 
mary of the most important information for clinical use. 

Certain information is duplicated or expanded from the 
previous work, and of course there is much relating specifically 
to the cervical intervertebral disks which is incorporated into 
the new monograph. The proportion of space given to case 
histories seems to be somewhat higher in the newer volume; 
this may or may not be considered an advantage, according to 
individual taste. In any event, those who found the prior work 
helpful will welcome this new publication, of equal quality and 
length, on a closely related subject. 


®&® ESSENTIALS OF HISTOLOGY. By Margaret M. Hoskins, Ph.D., 
and Gerrit Bevelander, Ph.D., New York University. Ed. 3. Cloth. Pp. 
254, with illustrations. Price $4.00. The C. V. Mosby Company, 3207 
Washington Blvd., St. Louis 3, 1956. 


This short text on histology, now in its third edition, is 
designed primarily as a teaching aid although, like all texts, 
it retains reference value for the practicing physician. 

The object of this book is to present “in a clear and con- 
cise manner, the important morphological characteristics of the 
tissues and organs discussed.” As in previous editions, contro- 
versial issues have been avoided and the text has purposely 
been kept brief in order to allow expansion at the teacher’s 
discretion. Revisions in this edition mostly concern classifica- 
tion of tissues; for example, the section on blood has been 
merged with that on connective tissues “on the basis of its 
origin,” and the discussion of cartilage is now separate from 
that on connective tissues. New illustrations have been added 
in some instances, and some sections have heen partially re- 
written, making this new edition even more useful to student 
and teacher. 


® PELVIMETRY. By Herbert Thoms, M.D., Emeritus Professor of 
Obstetrics and Gynecology, Yale University School of Medicine, New 
Haven, Connecticut. Cloth. Pp. 120, with illustrations. Price $5.00. 
Paul B. Hoeber, Medical Book Department of Harper & Brothers, 49 
E. 33rd St., New York 16, 1956. 


Pelvimetry as a routine practice is important for several 
reasons, according to the author of this book. He has found 
that careful pelvic measurements, clinical and roentgenographic, 
taken on all primigravidas registered during the past 25 years 
in the University Service of the Grace-New Haven Community 
Hospital, have made possible the following advantages: de- 
creased incidence of trial labor, decreased incidence of the 
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“difficult and often highly traumatic” forceps operation, di- 
minished fetal mortality in instances of breech presentation, 
and decreased incidence of cesarean section “in cases of unen- 
gaged head in primigravid women at term or in early labor, 
where formerly palpatory examination alone suggested dis- 
proportion.” 

This small volume is a practical resume of technics and 
results to expect in the conduct of pelvimetry. References to 
other writings are quite extensive, considering the size of the 
work, and illustrations add clarity to descriptions. The obste- 
trician who recognizes the value of this procedure will welcome 
this handy reference on the subject. 


RB ANKYLOSING SPONDYLITIS. Clinical Considerations, Roent- 
genology, Pathologic Anatomy, Treatment. By J. Forestier, M.D., 


F.A.C.R. (Hon.), Aix-les-Bains; F. Jacqueline, M.D., Aix-les-Bains; and 
J. Rotes-Querol, M.D., Barcelona. Translated by A. U. Desjardins, 
M.S., M.D., F.A.C.P., F.A.C.R. Cloth. Pp. 374, with illustrations. Price 
$10.75. Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., Spring- 
field, TIl., 1956. 


Ankylosing spondylitis is here treated as a separate clinical 
entity from rheumatoid arthritis, “an opinion which is not 
shared by the majority of American rheumatologists” accord- 
ing to the authors’ preface. These authors base their conclu- 
sions on clinical observation of more than 400 cases. and the 
completeness of their description would certainly tend to give 
evidence for their view. 

This volume, a painstaking translation from the French 
edition of 1951, presents carefully evaluated information on the 
many ramifications of symptoms, diagnosis, and treatment of 
this disease. The objective of the authors is to present a com- 
plete clinical picture, showing the evolution of the disease 
process by giving illustrative case reports representing various 
stages of pathologic change. Special notice is given to labora- 
tory and roentgen examination, and careful descriptions of 
symptoms aid the physician in making a definitive diagnosis. 
Treatment is discussed from pharmacologic, radiologic, ortho- 
pedic, and surgical standpoints, and the advantages and dis- 
advantages of each approach are candidly presented. 

A complete bibliography, expanded to include papers more 
recent than when the original French edition was published, 
adds to the worth of the volume. It might be offered that this 
work was well worth translating, and also worth the physician’s 
careful study. 


& MODERN OFFICE GYNECOLOGY. By George Blinick, M.D., 
F.A.C.S., Attending in Obstetrics and Gynecology, Beth Israel Hospi- 
tal, New York City; Visiting Gynecologist, Harlem Hospital, New York 
City; Assistant Clinical Professor of Obstetrics and Gynecology, New 
York University College of Medicine; Diplomate, American Board of 
Obstetrics and Gynecology; and Sherwin A. Kaufman, M.D., F.A.C.S., 
Associate Attending in Obstetrics and Gynecology, Beth Israel Hospital, 
New York City; Medical Director, Planned Parenthood of Manhattan 
and the Bronx, New York City; Diplomate, American Board of Ob- 
stetrics and Gynecology. Cloth. Pp. 218, with illustrations. Price $4.50. 


Lea & Febiger, Washington Square, Philadelphia 6, 1957. 


For the general practitioner who wants his gynecologic in- 
formation in digest form, this little book might be helpful. The 
first section of the text is arranged according to presenting 
symptoms, including tables useful in differential diagnosis. The 
second part of the book is a group of drawings illustrating 
gynecologic procedures, “designed to emphasize the anatomy 
and procedures described, omitting non-essential detail.” Al- 
though this collection of illustrations is interesting, placement 
within the first section might have added clarity to the terse 
discussions found there. 

The unique thing about this handbook is its rather com- 
plete annotated bibliography. This is true in a more or less 
reverse fashion, since the main things included in the bibliogra- 
phy concern points of difference with the authors or controver- 
sial topics in general. 

Considered as a whole, the advantages of the book out- 
weigh its disadvantages, and it might well become a favorite 
desk reference for some physicians. 
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®m TREVES’ STUDENT’S HANDBOOK of SURGICAL OPERA. 
TIONS. By Sir Cecil Wakeley, BT., K.B.E., C.B., LL.D., D.Sc., M.Ch, 
F.R.C.S., F.R.A.C.S., F.A.C.S., Fellow of King’s College, London, Sen. 
ior Surgeon to King’s College Hospital; Director of Surgical Studies 
and Teacher of Operative Surgery, King’s College Hospital Medical 
School; Senior Surgeon to the Masonic Hospital and Belgrave Hospital 
for Children; Consulting Surgeon to the Royal Navy; Hunterian Pro. 
fessor, Royal College of Surgeons of England; Examiner in Surgery to 
the University of Cambridge; Formerly Examiner in Surgery to the 
Universities of London, Glasgow, Bristol, Sheffield and Durham and the 
Royal College of Surgeons, and to the National Universities of Ireland 
and Wales; Temporary Surgeon’ Rear-Admiral in Her Majesty’s Fleet, 
Ed. 10. Cloth. Pp. 594, with illustrations. Price $7.50. Paul B. Hoeber, 


Medical Book Department of Harper & Brothers, 49 East 33rd St., New 
York 16, 1957. 


Continued demand for this handbook has brought it to a 
tenth edition, with revisions to bring it into stride with modern 
surgical technics. This has necessitated revision of many chap- 
ters, and addition of new sections discussing thoracic surgery, 
pyeloplasty and suprapubic cystostomy, hernia and the treatment 
of hydrocele and spermatocele, operations on the salivary 
glands, and newer technics for dealing with hemorrhoids and 
varicose veins. For the student, a new chapter is included on 
the subject of ligatures and sutures. 

Much information is compressed into a small space in this 
student handbook, and while each presentation is brief, it is 
quite clear. Though it has little of the graphic advantage of 
a good surgical atlas or even of the more profusely illustrated 
texts, its compact size and descriptive clarity will continue to 
make it a classic. 


Bm PROFESSIONAL PRACTICE MANAGEMENT Considerations 
Pertinent to Successful Administration. By B. C. Egerter, D.S.C., 
F.A.A.C., Graduate and President, Ohio College of Chiropody; Past 
President, Chiropody Society of Pennsylvania; National President, Alpha 
Gamma Kappa Fraternity; General Chairman, Region 3, Chiropody Sci- 
ence Conclave; National Chairman, Committee on Professional Eco- 
nomics N.A.C.; Professor of Practice Administration at Ohio College of 
Chiropody; Lecturer at Post Graduate Courses on Professional Eco- 
nomics, Ohio Chiropodists Association, Southwest Chiropody Conclave, 
Massachusetts Chiropody Association, Temple University, and California 
College of Chiropody. Author, Security in Chiropody. Cloth. Pp. 504, 
with illustrations. Price $15.00. Pageant Press, 130 West 42nd St., New 
York 36, 1957. 


Businesslike office management is a subject of interest to 
physicians, and often policies of administration are developed 
only after trial-and-error experience. This book offers advice 
based on one doctor’s experience of many years. Such things 
as office decoration, office forms, and policies for staff and pa- 
tient relations are discussed. While every physician may not 
agree with the letter of what is said, this book is helpful as a 
reference to suggest points for consideration. 


B&B NEUROLOGY OF THE OCULAR MUSCLES. By David G. 
Cogan, M.D., Professor of Ophthalmology, Harvard Medical School; 
Director, Howe Laboratory of Ophthalmology, Boston, Massachusetts. 
Ed. 2. Cloth. Pp. 296, with illustrations. Price $8.50. Charles C Thom- 
as, Publisher, 301-327 E. Lawrence Ave., Springfield, Ill., 1956. 


An approach that is authoritative, content that is carefully 
thought through and systematically presented, and illustrations 
that are pertinent and informative—these seem to be common 
factors in popular medical texts. This book has all of these 
advantages, plus more than, 1,100 bibliographic listings to sup- 
plement the material already included in the book. 

Those who are familiar with the first edition will be in- 
terested in revisions included at this publication: the chapter 
on characteristics of the extraocular muscles has been rewrit- 
ten to emphasize the myopathies; in the section on the cere- 
bellum, recent advances in the recognition of anatomic and 
functional localization are included; internuclear ophthalmo- 
plegia is discussed in more detail because of its importance as 
the major ocular manifestation of multiple sclerosis; and a 
short section has been added on the skew deviation. As in the 
first edition, arrangement is according to objective signs rather 
than by disease entities, an important factor for the clinician 
who will use this book. 
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Beef 


new way to increase protein in infant diets 
Gerber’s HIGH MEAT pinners 


Nutritionally advantageous. Gerber’s 
new Strained and Junior High Meat 
Dinners have 3 times the meat — much 
more protein than *regular Vegetable 
and Meat Combinations. The extra 
meat, plus selected vegetables and 
cereal ingredients, provides a variety 
of wholesome nutrients and unusual 
flavor interest ail in one main dish. 


Protein content: each container has a 
minimum protein content of 7% — the 
major portion of which is high quality 
animal protein. 


Gerber. Baby Foods 


FREMONT, MICHIGAN 
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ANALYSIS OF NUTRITIVE VALUES IN 
GERBER’S HIGH MEAT DINNERS 


High vitamin-A values. 
Excellent sources of niacin. 
Good sources of complete proteins. 
Good sources of iron. . 
Significant sources of thiamine. 
Significant sources of riboflavin. 


GERBER’S HIGH MEAT DINNERS 
STRAINED & JUNIOR 


Beef with Vegetables 
Chicken with Vegetables 
Veal with Vegetables 
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The 
Osteopathic 


Movement 
In Medicine 


A Source Document on the Origin, 
Growth, and Development of Osteopathy 


and the Osteopathic Profession 


Edited by Raymond P. Keesecker, D.O. 


AN INDISPENSABLE SOURCE OF FACTS FOR: Doctors of 


Osteopathy . . . Newspaper Editors . . . Magazine Writers . . 


. Li- 


brarians . . . Educators . . . Sociologists . . . Legislators . . . Founda- 
tion Directors . .. Doctors of Medicine . . . and all health agencies 
needing a forthright statement of fact dealing with the osteopathic 


profession. 


“This is a source document concerned with va- 
rious aspects of the osteopathic movement in 
medicine . . . Its intent is to be historically ac- 
curate, and its purpose is to present objectively 
detailed information . . . The document should 
be of value in the preparation of articles or 
talks about the osteopathic profession . . . The 
material that makes up the articles has been 
excerpted, abstracted, adapted, or rewritten to 
illustrate a series of topics treated as units of 
information . . . Selections from this document 
may be reproduced verbatim . . . There is no 
glossing over the weaknesses of osteopathic be- 
ginnings nor emphasis of the profession’s unique 
skills in comparison with contemporary inade- 
quacies of the medical profession . . . A listing 
of the source material of this document is ap- 
pended.” — From “An Explanatory Note,” in 
The Osteopathic Movement in Medicine 


PRICES: 


Order from: 


TOPICS COVERED... 


"Osteopathy's Beginnings and its 
Definition as a Field of Study” 
"Origin of a New Profession" 


® "Medical Advance in Relation to 
Osteopathic Advance Prior to 1920" 


® "The Drugless Myth in Osteopathy" 
"Early Osteopathy and Surgery" 


© "A Succinct Description of Oste- 
opathy" 


© PLUS more than 14 other subjects 
of similar interest 


| 70c 
Cash in advance for less than 25. 
24.00 
41.00 


American Osteopathic Association 


212 East Ohio Street 
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Chicago II, Illinois 
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Colds and influenza aggravate sinusitis. 
Extension of congestion from the nose to 
the sinuses accounts for numerous cases. 


Iodo-Niacin has been found highly effective for 
liquefying, loosening and expelling mucopurulent accumulations | \ \» 


in the deep nasal passages and accessory sinuses. In this way it “ 

promotes drainage and aeration and thus relieves sinus conges- ii } | 
tion and headaches. if i 


lodo-Niacin* tablets contain potassium iodide 135 mg. (2% 
gr.) and niacinamide hydroiodide 25 mg. (% gr.), slosol coated 
pink. Usual dose, 2 tablets three times a day. May be given in full 
dosage for a year or longer without any iodism or ill effects.’ 


For emergency intramuscular or intravenous 
administration, Iodo-Niacin ampules are 
available.” 


Numerous physicians have written favorable 
reports on the use of Iodo-Niacin in the symp- 
tomatic relief of sinus congestion and 
headaches. 


1 Am. J. Digest. Dis. 22:5, 1955. 


2M. Times 84:741, 1956. 
“U.S. Patent Pending 


§ Cole Chemical Company AOS-I0 
bot | 3721-27 Laclede Ave., St. Louis 8, Mo. i 
! Gentlemen: Please send me professional literature and samples of 10D0-NIACIN. | 


CHEMICAL j 

St. Lovis 8, Mo. 
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one dose 
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announcing... 
a new practical 
and effective method 
for lowering blood 
cholesterol levels... 


Arcofac 


Just one dose a day effectively 
lowers elevated blood cholesterol 


. .. while allowing the patient 
to eat a balanced... nutritious... 
and palatable diet 


Each tablespoonful of emulsion contains: 


Mixed tocopherols (Vitamin E) 11.5 mg. 


(sodium benzoate as preservative) 


Arcofac is effective in small doses 
and is reasonable in cost 


to the patient 


THE ARMOUR 


Armour...Cholesterol Lowering... Factor 


A DIVISION OF ARMOUR AND COMPANY 
KANKAKEE, ILLINOIS 
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HEAD COLD ‘oe 


PLUS 


Phenaphen Plus is the physician-requested each coated tablet 


combination of Phenaphen, plus an anti- Phenacetin(3gr). . . . . . 194.0 mg. 
Acetylsalicylic Acid (2% gr.) . 162.0 mg. 


histaminic and a nasal Phenobarbital (4 gr.) . . . . 16.2 mg. 


Prophenpyridamine Maleate. . 12.5 mg. 
Phenylephrine Hydrochloride . 10.0 mg. 


Available on prescription only. 777 


for effective corticosteroid therapy 


RACORTOL 
PREDNISOLONE 


PARKE-DAVIS 


3 to 5 times the activity of hydrocortisone 


supplied: 5-mg. and 2.5-mg. scored tablets; bottles of 30 and 100. 


AN, * TRADE MARK 
 PARKE, DAVIS & COMPANY DETROIT 32, MICHIGAN 
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It tastes so good... 


q mation 


INSTANT 
NONFAT | 


DRY MILK 
SOLIDS 


Convenient 3-Qt. and Economital 8-Qt. Sizes 


NEW CARNATION INSTANT-— 
delicious new nonfat way to natural milk 
protein, B-vitamins and minerals! 


Every day, more people begin to drink 
new Carnation Instant, the refreshingly 
light flavor nonfat milk that comes in 
instant crystal form. 

Why? Because it tastes so good. Natural, 
fresh. Light and refreshing, delicious for 
drinking. Quick — mixes instantly in ice- 
cold water, ready to drink. 

The physician recognizes the value of 
this new trend towards milk nutrition 


the nonfat way. Carnation Instant pro- 
vides all of milk’s natural protein, thia- 
mine, riboflavin and calcium...the latter 
being the most prevalent deficiency in 
American dietaries, in all age groups. 
Your patients enjoy delicious Carnation 
Instant. So will you. Ready instantly, 
fits into your busiest day. High in pro- 
tein, minerals, B-vitamins. Low in cal- 
ories. Refreshing light flavor. 


@ 50% to 60% MDR Protein (men and women) 
MDR Vitamin B, 
e 95% MDR Vitamin Ba 


@ more than 100% MDR calcium and phosphorus, 
in natural milk balance 


® only 81 calories a glass 


One quart of Carnation 
Instant meets adult daily 
requirements* as follows: 


*National Research Council 
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when the ‘jelly-alone’ method 
is advised, new Koromex@) 

the outstandingly competent 
spermatocidic agent.....is 
icians. 


now available to phys 


The beautiful zippered plastic kit — originated by H-R — 
the modern way to store the jelly and the applicator. 


HOLLAND-RANTOS CO., INC. * 145 


RKoromex fe| 


HUDSON STREET, NEW YORK 


VAGINAL JELLY 


phoven 


EFFECTIVE 


proven 


$TABLE 


proven 


CCEPTABL 


availability, another H-R “first”... 

Large tube of Koromex vaginal jelly, 125 grams, 
with patented measured dose applicator, is supplied in 
a washable, appealingly feminine zippered kit, at no 
extra charge, for home storage. 

The 125 gram tube of Koromex@) may also be 
bought separately at any time. 

Factual literature sent upon request. 


active ingredients: 
in a special barrier type base 


Polyoxyethylenenonylphenol 0.5% 


13, 
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supplied: 
AcurostaTiIn V CapsuLes 
contain 250 mg. tetracycline 


Acurostatin V combines AcHromycint V... HCI equivalent (phosphate- 


the new rapid-acting oral form of buffered) and 250,000 
Acuromycint Tetracycline... noted for its units Nystatin. 
outstanding effectiveness against more than dosage: 

50 different infections...and Nystatin... the Basic oral dosage (6-7 mg. 
antifungal specific. AcHRosTaTIN V provides per Ib. body weight per day) 


; : in the average adult is 
particularly effective therapy for those 


patients who are prone to monilial overgrowth per day, equivalent to 
during a protracted course 1 Gm. of Acnromycin V. 
of antibiotic treatment. *Trademark 
tReg. U.S. Pat. Off. 


C Lederte) LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, N. Y. 
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World leader in antibiotic development d production 


omplementary 
onvenient 
ombiotic” 


AND DinyDROSTREPTO- 
MYCIN for antibacterial control in 
peritonitis, mixed infections of the 
urinary tract, selected cases of 
bacterial endocarditis, postopera- 
tive prophylaxis . 

One injection 
from 

one vial 


Combiotic Aqueous Suspension (ready to in- 
ject) in five-dose “drain-clear” (10 cc.) vials, 
400,000 units penicillin G procaine crystalline 
and 0.5 Gm. dihydrostreptomycin sulfate, in 
each 2 cc. dose. Combiotic Aqueous Suspen- 
sion also available in Steraject cartridge. 


mula: 300,000 units penicillin G procaine crys- 
talline, 100,000 units penicillin G potassium 
crystalline, 1.0 Gm. dihydrostreptomycin sul- 


Ld ® fate, per dose. 0.5 Gm. Formula: same pen- 

tera ect icillin content as above, but with 0.5 Gm. 
dihydrostreptomycin sulfate per dose. 

single-dose disposable cartridge with sterile needle attached—use and 


dispose — eliminates sterilization, measuring, assembly, breakage. 


Pfizer injectables available in single-dose disposable cartridges: Penicillin G Procaine Crystalline 
in Aqueous Suspension, 300,000, 600,000 and 1,000,000 units. Combiotic Aqueous Suspension, 
400,000 units penicillin G procaine crystalline plus 0.5 Gm. dihydrostreptomycin. Streptomycin 
Sulfate Solution, 1 Gm. Dihydrostreptomycin Sulfate Solution, 1 Gm. (smaller, 22-gauge needle for 
most dosage forms minimizes injection pain) 


Prizer Lasoratonies , Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 


Combiotic P-S (Dry Powder) 1.0 Gm. For- — 


JournaAL A.O.A. 
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NOLUDAR?” ‘noone 


methyprylon 


e At bedtime or for pre-dawn insomnia 


Non-barbiturate, non-habit forming 
e No morning mental haze 
a ringing telephone or alarm clock [ 


easily rouses the patient 


at any time during sleep. 
¢ Broad safety margin 


¢ The physician's personal hypnotic 
Noludar is advantageous when it is ssS—SsS 


necessary to answer the telephone 


or go on a call at nicht 
or Cait 


sti 


DOSAGE: 


two 200 mg tablets gently but firmly 
put_ the confirmed insomniac to sleep. 


one 200 mg tablet lulls the geriatric 
or pediatric patient to sleep. 


one 50 mg tablet t.i.d. provides 


daytime—sedation without_drowsiness. 
Voy vs 


Roche Laboratories 


Roche Ine 


Nutley 10, New Jersey 


Now- 
“A BACTERIOSTATIC BATH"* 


Controls Oropharyngeal Infections 
and Relieves Discomfort Quickly 


Chewing ORABIOTIC releases a soothing flow of saliva laden with two locally 
potent and complementary antibiotics—neomycin and gramicidin—plus a 
topical analgesic, propesin, which is more effective than benzocaine. 


NON-SENSITIZING AND NON-IRRITATING. 


ORA 


NEW ANTIBIOTIC-ANALGESIC CHEWING TROCHES 


for topical treatment or prophylaxis 


For the relief of postoperative discomfort and the prevention of sec- 
ondary hemorrhage fellowing tonsillectomy. Valuable also as a topical 
adjunct to systemic treatment of bacterial infections of the mouth 
and throat. 


EACH TROCHE CONTAINING: neomycin 3.5 mg., gramicidin 0.25 mg., 
and propesin 2.0 mg. 


IN PACKAGES OF 20. One troche chewed for 10-15 min. q. 4h. 
WHITE LABORATORIES, INC., KENILWORTH, N. J. 


*Granberry, C., and Beatrous, W. P.: The Effect of an Antibiotic Chewing Troche 
on Post-Tonsillectomy Morbidity, E. E. N. T. Monthly (May) 1957. 
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now-in atherosclerosis... 


reduce plasma cholesterol 


levels 


“sately’ 


VASTRAN FORTE’ offers an important new approach to the 
management of atherosclerosis, by providing nicotinic acid 
in high concentration to reduce plasma cholesterol levels. 
It also provides various factors of the B-complex to spark 
cellular metabolism!4:7 and protect against latent vitamin 
deficiencies that may be precipitated by large dosage of a 
single B factor.37 


Recent clinical evidence?.* indicates that the administration 
of nicotinic acid in large doses “‘significantly”’ reduces plasma 
cholesterol levels in patients with hypercholesterolemia and 
causes the pattern of blood lipids to ‘‘change toward normal.’’® 


In two independent studies? embracing a total of 86 subjects, 
the administration of nicotinic acid brought about reduced 
plasma cholesterol levels in 81.4 per cent. As one report 
emphasized, nicotinic acid is ‘‘a safe drug’’ which can favor- 
ably alter the concentration of blood lipids in hypercholes- 
terolemic patients.§ 


Among the disorders springing from long-standing hypercho- 
lesterolemia are atherosclerosis, arteriosclerosis, gallstones, 
strawberry gallbladder and chronic degenerative lesions of 
the eye.® 


| 
| 

WAMPOLe 
86™ 

| YEAR 


a (A) Recanalized 
thrombus in 
lumen 

(B) Atheroma- 
tous plaque 

(C) Fibrous 
intima 

(D) Media 

(E) Adventitia 


ORALLY EFFECTIVE PLASMA CHOLESTEROL REDUCER 


In each VASTRAN FORTE’ capsule: 


Thiamine mononitrate ................ 5.0 mg 

Cobalamin concentrate ................ 1.0 mcg. 

(Vitamin activity) 

Calcium pantothenate ................ 2.5 mg. ’ 
Pyridoxine hydrochloride ............ 0.5 mg. 3 


Dosage: Two capsules 4 times a day. Administration is 
limited to 6 months’ duration. See literature 
available on request. 


Supply: Bottles of 100 capsules. 


References: 1. Agarwal, L. P., and Datt, K.: Am. J. Ophthalmol. 
37:764, 1954. 2. Altschul, R., Hoff, A., and Stephen, J. D.: Arch. Biochem. 
54:558, 1955. 3. Gregory, 1.: J. Mental Sci. 101:85, 1955. 4. J.A.M.A.: 
Editorial: Relationship of Vitamins to Enzymes 111:28, 1938. 5. Keys, 
A.: J. Mt. Sinai Hosp., N. Y., 20:118, 1954. 6. Parsons, W. B., Jr., Achor, 
R. W. P., Berge, K. G., McKenzie, B. F., and Barker, N. W.: Proc. 
Staff. Meet. Mayo Clin. 31:377, 1956. 7. Sebrell, W. H., and Harris, 
R. S.: The Vitamins; Chemistry, Physiology, Pathology. Academic Press, 
1954, v. 2, p. 551. 8. Stambul, J.: The Mechanisms of Disease, Froben 
Press, New York, 1952, pp. 241, 280, 294, 295. 


WAMPOLE LABORATORIES 


Henry K. Wampole & Co., Inc. - Philadelphia 23, Pa. 


, Send for samples of 
VASTRAN FORTE’ and 
comprehensive data 


CLINICAL REPORT 
HIGHLIGHTS 


centration of plasma cho- 

lesterol was consistently 
higher than 250 mg. per 100 
cc., the administration of nic- 
otinic acid in high dosage re- 
duced cholesterol levels sig- 
nificantly in 12.° The pattern 
of blood lipids changed to- 
ward normal in the majority 
of the 18 patients. 

The ratio of beta-lipopro- 
tein cholesterol to alpha;- 
lipoprotein cholesterol 
decreased in 15 of the 18 
patients. 

Side effects were mild to 
moderate. Treatment was 
withheld for a few days in 2 
cases, but was successfully 
resumed without recurrence 
of side effects. 

It was concluded that nico- 
tinic acid is a safe drug which 
may favorably alter the con- 
centration of blood lipids in 
some patients with hyper- 
cholesterolemia. 


1 In 18 patients whose con- 


administered to 11 nor- 

mal persons and 57 
patients with various dis- 
eases, it reduced serum cho- 
lesterol levels in 58 of the 68 
subjects.? Hypercholestero- 
lemic levels were more affect- 
ed than normal levels. 

In contrast to nicotinic 
acid, nicotinamide was inef- 
fective in reducing plasma 
cholesterol. 


? When nicotinic acid was 
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LABOR TO DELIVERY... 


»» WITH A SINGLE SWIFT CONTROL 


at the head end of the 


SBAMPAINE HAMPTON OBSTETRICAL TABLE 


The anesthetist quickly extends the leg section to labor 
position or retracts it for delivery ... by turning the 
control located at the fingertips. 


Every feature of the Hampton table is designed for 


hospitals that demand the finest delivery room equipment. 


1920 SOUTH JEFFERSON ST. LOUIS 4, MISSOURI 
THE WORLD’S MOST COMPLETE LINE OF OBSTETRICAL TABLES 


Journat A.O.A. 
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The modern 


greaseless 
way 


NEW 


{MINIT-RUB 


BB 


When the problem is rheumatic or arthritic pain, Mintt-Rus® brings | 


comfortable relaxation the easy, greaseless way. This counter irritant 
heat is an excellent adjunct to systemic arthritic therapy. 


The week-end enthusiast who sporadically overworks his muscles 
needs help fast. Mrnit-Rus brings deep, warming relief. 


For colds, Mrnit-Rus applied to the chest relieves soreness and 
congestion; inhaled it reduces stuffiness. 


On “footsore” days, a little Mrntt-Rus briskly applied to insteps 
and arches is bracing to tired feet. 


Bristol-Myers Co., 19 West 50 Street, New York 20, New York 
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“Mommy, play with me, Mommy!” 


She can, now. But only a short time 
ago Doris never had time for the kids. 


A “crazy-clean’’ housekeeper, she chased 
dirt and germs all day long. This 
endless ritual seemed pointless, even to 
her, yet she couldn’t help herself. 

She became short-tempered with the 
children . . . cried for no reason at 
all... was depressed and indecisive. 
Because her compulsiveness crowded 
out normal living, and Doris was on 
the brink of a serious breakdown, 
Pacatal was instituted: 25 mg. t.i.d. 


Pacatal therapy 
released this 
housewife from 
the grip of 
her neurosis. 


For patients on the brink of psychoses, Pacatal 
provides more than tranquilization. Pacatal 

has a “normalizing”’ action, i.e., patients 

think and respond emotionally in a more 
normal manner. To the self-absorbed patient, 
Pacatal restores the warmth of human 
fellowship . . . brings order and clarity to 
muddled thoughts . . . helps querulous 

older people return to the circle 

of family and friends. 


Pacatal, in contrast to earlier phenothiazine 
compounds, and other tranquilizers, does 
not “flatten” the patient; rather, he remains 
alert and more responsive to your counseling. 
But Pacatal, like all phenothiazines, 

should not be used for the minor 

worries of everyday life. 


Pacatal has shown fewer side effects 


than earlier ataraxics; its major benefits far outweigh 


occasional transitory reactions. Complete dosage 


instructions (available on request) should be consulted. 


Supplied: 25 and 50 mg. tablets in bottles of 100 and 500. 


Also available in 2 cc. ampuls (25 mg./cc.) 
for parenteral use. 


back from the brink with 


Pacatal 


Brand of mepazine 


WARNER-CHILCOTT 


190 YEARS OF PERVICE TO THE MEDICAL PROFESSION 


% 
WU 
Sy 
PACATAL 
i 
4 


low 
back 
pain 


begins to yield in hours 


‘*.,..is an orally effective and 
safe antispasmodic drug. Re- 
sults are prompt, and gratify- 
ing to the patient. The number 
of office visits ... is reduced 
significantly. The dosage 
schedule is simple... side 


actions are minimal...” 
“No toxic side actions were 
noted.” 


Finch, J. W.: Orphenadrine (Disipal) in 
Skeletal Muscle Disorders. To be published. 
Dosage: 1 tablet (50 mg.) t.i.d. 
In Parkinsonism when used in 
combination with other drugs, 
smaller dosage may suffice. 


isipal 


*Trademark of Brocades-Stheeman Brand of Orphenadrine HCI 
Other potonts peatieg (Riker) ANGELES 
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for your aging patients a... 


CEREBRAL TONIC 
with physical 


USE IN CASES WHERE THE PROBLEM INVOLVES: MEMORY 
Where the aging patient exhibits the functional defects MOOD 
or symptoms of a declining cerebral metabolism and circulation, WEAKNESS 
NO. 32 i ion. 
| vM promotes natural cerebral stimulation BEHAVIOR 
vM No. 32 contains monosodium 1-glutamate, the readily-absorbed 


form of glutamic acid used by clinical investigators, FATIGUE 
vitamin Be, niacin and calcium. In 10-o0z. bottles... ... $6.00 


GLENDALE 1 


MITA MAIN INC. 


CALIFORNIA 


JournaL A.O.A. 
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ANTIPYRETIC-ANALGESIC FOR INFANTS AND CHILDREN 


On }j only d 
Two “easy-to-give” liquid dosage forms— ; 


TEM PRA DROPS wild-cherry-flavored 
TEMPRA SYRUP mint-flavored 


Tempra (N-acetyl p-aminophenol) 
is an effective, well-tolerated antipyretic } 
and analgesic for relief of childhood fever, — 
minor pain and discomfort. Its relative 
safety is indicated by the absence of toxicity 
or other serious side effects in reported studies. 


Parents will like Tempra Drops and Syrup 
because they are ready to use, easy to give... 
no need to cut, crush or dissolve tablets. 


Children will like them because these 
flavored liquids are easy to take... 
don’t taste bad or upset the stomach. 


You will appreciate, also, your 3 control 
of this antipyretic-analgesic medication. 


Supply and Dosage 

Tempra Drops—15 cc. bottles with calibrated 
‘Safti-Dropper’—60 mg. (1 grain) N-acetyl p-aminophenol 
in each 0.6 cc. (red solution). 

Tempra Syrup —8 fl. oz. bottles —120 mg. (2 grains) 
N-acetyl p-aminophenol per teaspoon (green solution). 
Dosage (orally, every 4 to 6 hours, as needed): 


0 to 1 year, 60 mg.; 1-4 years, 60-120 mg.; 
4-8 years, 120-240 mg.; 8-12 years, 240 mg. 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 


313574 


‘ 
4 


© 


x 


reduce 
elevated 
serum 
cholesterol 


~ 


two factors 


recommended as aids in the management and prevention of atherosclerosis in 


LINODOXINE 


LINOLEIC ACID (ESSENTIAL UNSATURATED FATTY ACID) AND PYRIDOXINE HCI 


i Linoleic acid—essentia] unsaturated fatty Supplied: Pleasantly orange-flavored 


acid—to help restore and maintain the Linopoxine Emutsion, bottles of 1 pint; 
proper ratio between saturated and unsat- LinopoxineE Capsu es, bottles of 100. 
urated fat in the diet. 1. Van Gasse, J. J., and Miller, R. F.: Current Concepts 


on the Etiology and Management of Atherosclerosis, 


Pyridoxine—essential for the utilization Scientific Exhibit, American Medical Association Meeting, 


of linoleic acid in the body. New York, June 3-5, 1957. 
Significant reduction of elevated serum ee 
cholesterol has been obtained with Linodoxine PrizeER LABORATORIES 
in clinically well patients and in those with Division, Chas. Pfizer & Co., Inc. 
diagnosed coronary disease.’ Brooklyn 6, N. Y. 


6 JournaL A.O.A. 
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release from anxiety 


ULTRAN 


(Phenaglycodol, Lilly) 


-..-helps restore normal emotional 


composure without impairing mental acuity 


Dosage: 

Usually 1 pulvule t.i.d. 
Supplied: 

As attractive turquoise- 
and-white pulvules of 
300 mg. 


‘Ultran’ quickly allays anxiety and tenseness. Broadly 
evaluated under carefully controlled conditions, 
‘Ultran’ has been shown to be unusually safe. There 
are no contraindications. It is chemically unique— 
not related to any other tranquilizer. 


ELI LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 


774131 
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“[‘Cytomel’] has proved to be highly efficient in the treatment of 
...metabolic disorders.... In most cases, [“Cytomel’] was superior 
to thyroid extract, thyroglobulin, and thyroxine and it had much 
fewer side effects.” 


Morton, J.H., and Callas, X.: Clinical Experience with t-Triiodothyronine [liothy- 
ronine] in Metabolic Disorders; Scientific Section of 105th meeting of A.M.A., 
Chicago, IIl., June 11-15, 1956. 


(liothyronine, S.K.F.) 
a new hormone for the treatment of 


hypometabolism caused by: 


1. Subnormal activity of the thyroid gland itself as seen in 
Hypothyroidism. 
Subnormal activity of the thyroid gland in its most severe manifestation ‘ 
produces myxedema in adults, cretinism or juvenile myxedema in chil- 
dren. In its milder manifestation, it produces borderline or occult 
hypothyroidism. 


2. Faulty cellular utilization of the thyroid hormone as seen in 

Metabolic Insufficiency.t 

The symptoms and signs of metabolic insufficiency are similar to those 
of mild hypothyroidism but with no laboratory evidence of decreased 
thyroid function. (According to current theory, thyroxine, the circulating 
thyroid hormone, to be effective at the cellular level, must be deiodinated Bl | 
to liothyronine [L-triiodothyronine]. If sufficient liothyronine is not 
available to the cells to exert its metabolic effect, or if the liothyronine is 
imperfectly utilized by the cells, a decrease in cellular function results.) | 


In both hypothyroidism and metabolic insufficiency, ‘Cytomel’ produces 
clinical improvement quickly —often within several days. The fast onset 
of action and the rapid cutoff of activity upon withdrawal allow sensi- 
tive and prompt adjustment of dosage. In metabolic insufficiency, 
liothyronine is the only agent now available that will produce an optimal 
clinical response. 


+Other terms used synonymously in recent literature are “euthyroid hypometab- 
olism,” “‘non-myxedematous hypometabolism,” “‘pseudohypothyroidism” and “‘hy- 
pometabolic syndrome.” 


‘Cytomel 5 mcg. and 25 mcg. (scored) tablets 
Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for liothyronine, S.K.F. (L-triiodothyronine or LT3) 
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Presently Accepted Antihistamine Groups 


GROUP 1 - low potency /low sedation 
GROUP 2 - moderate potency / moderate sedation 
GROUP 8 - high potency / high sedation 


And now... Ayerst announces 
a new group in antihistamines 


POTENCY 


LOW SEDATION 


Brand of Isothipendyl hydrochloride 


single drug therapy with dual objective— 
patients remain asymptomatic and alert 


“THERUHISTIN” was effective in 92 per cent of 602 cases studied.* Good to 
excellent response was obtained in 80 per cent and fair in an additional 
12 per cent. Average effective dosage was only 8 mg. daily. Duration of 
activity was about six hours per dose. Drowsiness was reported in only 
0.8 per cent (5 patients). 


In effect, only 1 out of every 100 patients reported drowsiness in the above study. 


DOSAGE: Adults, 1 tablet or 2 teaspoonfuls (4 mg.) two to four times daily. 
Children, 1/2 to 1 teaspoonful, or 1/4 to 1/2 tablet (1 to 2 mg.) two to four 
times daily, depending on age and symptomatology. 


SUPPLIED: Tablets, 4 mg., bottles of 100 and 1,000. Syrup, 2 mg. per 5 cc. (tsp.), 
bottles of 16 fluidounces. 


Gye, AYERST LABORATORIES New York, N.Y. - Montreal, Canada 


*New and Unused Therapeutics Committee, Am. Coll. Allergists: Interim Report at Thirteenth Annual 
Congress, Mar. 20-22, 1957, Chicago, Ill., Ann. Allergy, to be published. 5768 
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athlete’s fog 


+ fast relief from itchig 
prompt antimycotic 
continuing prophylax 


D E S E POWDER be: 


For most effective and convenient therapy and continuing prophylaxis, use 
Desenex as follows: 3 
At NIGHT the Ointment (zincundecate)—1 oz. tubes and 1 Ib. jars. 2 
During the DAY the Powder (zincundecate)—1¥% oz. and 1 Ib. containers. 
} After every FOOT BATH the Solution (undecylenic acid)—2 fl. oz. and 

1 pt. bottles. Use only when skin is unbroken. 
' In otomycosis Desenex solution or ointment 


7 Ws ne Write for free sample supply to Professional Service Department. 
Maltbie Laboratories Division, Wallace & Tiernan, Inc., Belleville 9, N. J. 


PRESCRIBE 


three to five times the activity of cortisone 
supplied: 5 mg. and 2.5 mg. scored tablets; bottles of 30 and 100. 


‘py: PARKE, DAVIS & COMPANY + DETROIT 32, MICHIGAN aii | 
7 
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Whenever tetracycline therapy 
is indicated 


clinical consideration 


consideration recommends 


Tetrex 


THE ORIGINAL TETRACYCLINE PHOSPHATE COMPLEX 


» A single, pure drug (not a mixture) 


° Highest tetracycline blood levels 


» Clinically “sodium-free” 


» Equally effective, b.i.d. or q.i.d. 


» Exceptionally free from adverse reactions 


Dosage forms for every therapeutic need 


Available for your prescription at all leading pharmacies 


| faster, more certain control of infection 


CARBASED 


ACETYLCARBROMAL TABLETS 


Proved safe and effective by 6 
years’ clinical use. 


Soothes the central nervous system, 
produces calmness without hypnosis. 


Non-toxic, non-cumulative, non-ad- 
dicting, no known contraindications. 


Does not impair mental or physical 
function. 


Orally effective within 30 minutes 
for sustained action up to 6 hours. 


Economical. 


Indications: Tension, nervousness, 
anxiety and muscular spasm. 
Supplied: White round tablets 
Acetylcarbromal 5 gr. in bottles 
of 100, 1000. 


Write for samples and literature 


There's Always A Leader 


MALLARD, inc. 


3021 WABASH, DETROIT 16, MICHIGAN 
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New Books trom 


LIPPINCOTT 


FLUID AND ELECTROLYTES 
IN PRACTICE 


NEW 2nd Edition 
Harry Statland, M.D. 


Unquestionably the most modern, complete 
and easily understood text on the subject 
available. Thoroughly covers the basic prin- 
ciples and their application in specific diseases. 
Although years removed from studies in the 
basic sciences, the practicing physician can 
quickly grasp and apply this knowledge in 
clinical situations. 229 Pages, 31 Figures. 


NEW 2nd Edition, 1957. $6.00 


PRACTICAL GYNECOLOGY 


NEW 2nd Edition 
Walter J. Reich, M.D., and 
Mitchell J. Nechtow, M.D. 


This reliabie standard text of office gyne- 
cology brought up to date. For the general 
practitioner it sets forth a complete, concise 
and simplified approach to diagnosis, office 
endocrinology and gynecologic symptoms. 
Places the diagnosis and treatment of female 
disorders within the framework of medicine 
as a whole. 648 Pages, 284 Figures. NEW 
2nd Edition, 1957. $12.50 


J. 


East Washington Square, Philadelphia 5, Pa. 
In Canada—4865 Western Avenue, Montreal 6, P.9. 


Please enter my order and send me: 
(1 FLUID AND ELECTROLYTES 


SIGNS AND SYMPTOMS 


NEW 3rd Edition 
Cyril Mitchell MacBryde, M.D., F.A.C.P. 


Publication of this new 3rd Edition brings 
this unique and well-known reference book 
thoroughly up to date. The editor and 27 
specialists have contributed their knowledge 
on 33 major signs and symptoms, describing 
each from the viewpoint of disturbances of 
function, pertinent physiology, physiologic 
chemistry and pathologic physiology. 973 
Merry 191 Figures. NEW 3rd Edition, 1957. 
12, 


B. LIPPINCOTT COMPANY, 


NAME C) Charge 
ADDRESS. (0 Convenient Monthly 

Payments 

City Zone. State (0 Payment Enclosed 
JAOA-10-57 
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how your patients can relieve nasal congestion in seconds 


Those “‘inaccessible’”’ areas—The vasoconstrictive vapor 
of ‘Benzedrex’ Inhaler diffuses evenly throughout the 
nasal cavity, opening ostia and ducts which are fre- 
quently inaccessible to other intranasal preparations. 
Drainage is established; congestion relieved; headache, 
pressure pain and “‘stuffiness” alleviated. 


A major research achievement—The active ingredient in 
‘Benzedrex’ Inhaler is propylhexedrine, a compound 
developed by S.K.F. specifically to provide rapid and 
prolonged decongestion. (Each Inhaler is packed with 
propylhexedrine, S.K.F., 250 mg.; and aromatics.) 


For the ambulatory patient—Wide margin of safety . . . 
effectiveness .. . convenience . . . ease of application . . . 
all these adapt ‘Benzedrex’ Inhaler for use between 
office treatments. 


No excitation or wakefulness—A unique advantage of 
‘Benzedrex’ Inhaler is that it produces almost no central 
nervous stimulation. It may be freely used even by those 
patients in whom such ephedrine-like side effects as 
insomnia, restlessness, or nervousness are frequently 
encountered. Smith, Kline & French Laboratories, 
Philadelphia, Pa. 


for your patients’ comfort between 
visits to your office 


BENZEDREX* INHALER 


*T.M. Reg. U.S. Pat. Off. 


Because of wholehearted public response, ‘“The March of Medicine” again presents ‘‘Mon- 
ganga,”’ thestory of missionary medicine, Tuesday, March 5, 9:30 p.m. EST, NBC-TV Network. 
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The 

Upjohn Company 
announces 

a major 
corticosteroid 
improvement 


minor 
chemical 
changes 
can mean 
major 
therapeutic 


improvements 


Medrol 


e Lower dosage 
The most (% lower dosage 
than 


efficie nt of all prednisolone) 


Better tolerated 


anti-inflammatory (less sodium 


retention, less 


ste r oids gastric irritation) 


For 
Supplied: Tablets of 4 mg., in bottles 
of 30 and 100. your Upjohn representative, 
or write the Medical Department, 
%*TRADEMARK FOR METHYLPREDNISOLONE, UPJOHN The Upjohn Company, 
Kalamazoo, Michigan. 
Upjohn 
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MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 


select the level of vitamin protection each infant needs 


the Vi-Sol Vitamin Family 


Dropper dosage 


Tri-Vi-Sol? 


basic vitamins 


MEAD JOHNSON 


Poly-Vi-Sol” 


6 


essential vitamins 


MEAC JOHNSON 


Deca-Vi-Sol° 


significant vitamins 


MEAD JOHNSON 


With the new improved taste of Poly-Vi-Sol and Deca-Vi-Sol, 
now all three have the “best-taste-yet.” In Deca-Vi-Sol special 
process assures stable B;2 in solution with C. 


Pleasant fruit-like flavor » hypoallergenic + stable 


DF378 


¢ require no refrigeration 


} 


unbreakable plastic ‘safti-dropper’ 


Vor. 57, Oct. 1957 


just two tablets 
at bedtime 


for gratifying 
rauwolfia response 


virtually free from side actions 
Rauwiloid® 


LOS ANGELES 
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synergism 


Convenient plastic, 
unbreakable squeeze bottle. 


\ 
6 tninn 
\ Leakproof, delivers 
a fine mist. 


DECONGESTIVE ( 
Neo-Synephrine® HCl 0.5% 


ANTI-INFLAMMATORY a 
Hydrocortisone 0.02% 


ANTI-ALLERGIC 
Thenfadil® HCl 0.05% 4 i 


ANTIBACTERIAL 
Neomycin (as sulfate) 4 
0.6 mg./ce. 


Polymyzxin B 


(as sulfate y | 
ACTION for 


better clinical results 


LABORATORIES i 


Neo-Synephrine (brand of 
phenylephrine) and Thenfadil 
(brand of thenyldiamine), % 
trademarks reg. U.S. Pat. Off. 
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extra protection for every conception 


Decidual bleeding due 
to capillary fragility 
leads to abortion 


esper-C Prenatal 


with capillary-protective factors plus vitamins-minerals 


a precaution in every pregnancy 
a necessity mn habitual abortion” 


Routine care during pregnancy should include protection against decidual bleeding. To 
guard against spontaneous and habitual abortion, Hesper-C Prenatal provides the essential 
capillary-protective factors (hesperidin complex and ascorbic acid) plus the supplemental 
vitamins and minerals required during gestation. 


The usual daily dosage (2 capsules t.i.d.) provides: Thiamine Mononitrate ..........00.e00+.--7.5 mg. 
ASCORBIC ACID GOO mg. Nicotinamide 30.0 mg. 
Calcium Carbonate (500 mg. calcium) ..... 1.25Gm. Pyridoxine Hydrochloride .............. . 10.0 mg. 
Vitamin A AGMBR .65..6..0cecess 6,000 U.S.P. Units Copper Sulfate (3.0 mg. copper) .......... 12.0 mg. 
1,200 U.S.P. Units Potassium Iodide (0.3 mg. iodine) .......... 0.4 mg. 


Providing the daily requirements or more of vitamins and iron during pregnancy as recommended 
by the National Research Council. 


1. Greenblatt, R. B.: Obst. & Gynec. 2:530, 1953. 
2. Dill, L. V.: M. Ann. District of Columbia 23:667, 1954. 


THE NATIONAL DRUG COMPANY 


Philadelphia 44, Pa. earch 
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MODERNIZE YOUR OFFICE 


STEELINE 


Designed to make your work faster + easier « 
more pleasant 

Your Aloe representative will provide graphic, 
specific assistance in the planning of your new office 
| or modernization of existing facilities. Write today 

| for our colorful new brochure describing STEELINE 
practice-tested equipment. No cost or obligation, 

of course. Dept. 116. 


14 fully-stocked 
a.s. aloe company 


1831 OLIVE STREET © ST. LOUIS 3, MO. coost to coast 


PRICE 


Can You Beat It? | 


A Genuine "Whirlwind" Heavy-Duty Pump 


MICRO X-RAY 
RECORDER 


Wherever you need suction or pressure, you need this 
little giant. Built for rugged, continuous duty in surgi- MICROFILMS X-RAYS, CHARTS 
eal or nursing service. Extremely quiet for use in wards AND ALL HOSPITAL RECORDS 


or multiple-bed rooms. 30-lb. pressure, 27” vacuum. 
Complete with regulators, gauges, automatic oiler, safety 
trap for liquids, thermal cutoff, filter, muffler, stand, 
l-gallon receiver bottle with separable connectors, elec- 


tric cord with line switch, Williams suction tubes, rub- Check These 
ber tubing. Exclusive 
The stand has stainless steel top and shelf, a drawer for 

Advantages 


accessories, four swivel casters. 


Whirlwind Portable Pump only, without stand .. $79.50 


Two lens—give full 
or 10x 
12” coverage with 
diagnostic detail 
and density for 
physicians’ re fe r- 
ence, Lightens dark- 
ened or overex- 
posed films by spe- 
cial panel switch. 
1100 to 4400 X-Ray 
films per roll— 
saves you money. 
Uses 4 films — let's 
you use special 
films for economy. 


Complete, illustrated circular on Whirlwind pumps and 
accessories upon request. 


GUARANTEED FOR 3 YEARS 


against mechanical failure. In event of breakdown, you 
pay only for parts. 


AVAILABLE ONLY AT 


* The Micro X-Ray re- ONLY 


corder will pay for it- $ Write for 

self in space and filing 

cabinets saved. 1 29 5 Free Folder 
COMPLETE HOSPITAL AND SURGICAL SUPPLY 


609 College St. Cincinnati 2, O. MICRO X-RAY RECORDER, INC. 


STORES IN CINCINNATI, DAYTON AND COLUMBUS 


3755 W. LAWRENCE AVENUE © CHICAGO 25, ILLINOIS 
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MacNeal, Alpers and O’Brien— 
Management of the Patient With Headache 


By PERRY S. MacNEAL, M.D., F.A.C.P. 


Physician to Pennsylvania Hospital_and Benjamin Franklin 
Clinic, Philadelphia; Assistant Professor of Clinical 
Medicine, Jefferson Medical College 


BERNARD J. ALPERS, M.D., Sc.D. (Med.), F.A.C.P. 


Professor and Head of the Department of Neurology, Jefferson 
Medical gr to Benjamin Franklin 
lin 


ic of the Pennsylvania Hospital 


and WILLIAM R. O’BRIEN, M.D., F.A.P.A. 


Psychiatrist and Head of > Department of P: 


ny. Pennsylvania Hospital ; Associate Physician to the Benjamin Franklin Clinic 


of the Pennsylvania Hospital; Instructor in Psychiatry, Jefferson Medical College 


Headache. With this one word, patients can present 
a symptom so common—yet sometimes so significant 
—that it becomes an immediate and direct challenge 
to the physician. In this book, the authors provide 
a basic, clinical understanding of the problem and 
discuss causes, differential diagnosis and treatment 
of the several types of headache. Medical, psycho- 
logical and neurological factors are considered fully 
in their relation to causes and to therapeutic man- 
agement. 


New Book. 


Washington Square 


145 Pages. 


LEA & FEBIGER 


Emphasis is on treatment of the patient as well as 
of the headache. The authors tell how to obtain a 
detailed history of the symptom, a sound estimate 
of the patient’s personality, and a knowledge of the 
social history, emotional stability, and other factors 
which provide the basis for a personality study. 
Subjects include tension, vascular, migraine and 
psychogenic headaches, as well as headache of 
brain tumors, abscesses, meningitis, subdural hema- 
toma, and other symptoms of systemic disease. 


$3.50 


Philadelphia 6, Pa. 


Each tablet contains 5mg. amphetamine and Img. Rauwiloid® 


Vor. 57, Ocr. 1957 


FOR OBESITY Rauwidrine curtails appetite without 
the “black mood” feeling of deprivation. 


A NEW EXPERIENCE 
IN MOOD ELEVATION 


Replaces despondency with equanimity 
..- without euphoria...without jitters...without 
barbiturate drag. 


Safe for the hypertensive, too. 


DOSAGE: For mood elevation, initially 


1 to 2 tablets after breakfast 
and lunch. 


LABORATORIES, INC., Los Angeles 
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HEAD COLD 


PHENAPHEN PLUS 


Phenaphen Plus is the physician-requested each coated tablet contains: Phenaphen 


combination of Phenaphen, plus an anti- Phenacetin(3gr.). . . . 0.0 
Acetylsalicylic Acid (24% gr.) 162.0 mg. 
histaminic and a nasal decongestant. Phenobarbital (4% gr.) . . . - 16.2 mg. 
| Hyoscyamine Sulfate . . . . 0.031 mg. 
plus 


Prophenpyridamine Maleate . . 12.5 mg. 
Phenylephrine Hydrochloride . 10.0 mg. 


Available on prescription only. 


EFFECTIVE TREATMENT 
AND PREVENTION OF | 


ERs’ PRODUCTS CORPORATION © 380 SECOND AVE., NEW YORK 10, . Y. 


@ PHARMACEUTICAL DIVISION, HOMEMAK | 
82 Journat A.O.A. 


Elderly patients will particularly appre- 
ciate the gentleness and predictability of 
It combines erystalline-pure 
Dorspane® for selective peristaltic stimula- 
tion and pharmacologically imert dioctyl 
sodium sulfosuccinate for fecal softening— 
in the proportions proved optimal by clini- 
cal trial,* 


You'll find the smooth, safe evacuant action 
of DorBaNTYL especially valuable before 
and after surgery, prior to diagnostic pro- 
cedures, In cardiovaseular diseases and in 
constipation or obstipation following drug 
therapy. 


VERSATILE DOSAGE. Regular Doxsan- 
TYL, in bottles cf 30 and 250 orange and 


stimulant—feeal 


black capsules, each containing DorBane 
25 mg., and dioctyl sodium sulfosuccinate 
50 mg. DorsantYL Forte, in bottles of 30, 
100, and 250 orange and gray capsules, each 
equivalent to two regular DorBantTYL Cap- 
sules. Orange-pineapple-flavored DorBan- 
TYL Suspension, 150-cc. bottle, each S-ce. tap. 
equals one regular DoRBANTYL Capsule. 


*Marks, M, M.: Clim. Med. 4:151, 1957. 


Donsane scored tablets, 75 mg. (1,8-dihydroxyan- 
thraquinone), and Dorsane Suspension, orange 
flavored, 37.5 mg. per 5-cc, tap, 


DORBANTYL AND DORBAWE ARK REGISTERED TRADEMARSS OF 
PHARMACEUTICALS, INC. DORSANTYL FORMULA PATENT PENDING, 


SCHENLABS PHARMACEUTICALS, INC - NEW YORK 1, RLY. 
(FORMERLY SCHENLEY LABORATORIES, ING.) 
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Litty 


Quauity / RESEARCH /INTEGRITY 


the 60-second urine glucose test 


TES-TAPE 


(Urine Sugar Analysis Paper, Lilly) 


specific for glucose - adequately 
quantitative for clinical use 


‘Tes-Tape’ is both qualitative and quanti- 
tative. Its selective action prevents false 
positive reactions; assures clinical accuracy. 
Patients also welcome the convenience, sim- 
plicity, and accuracy of “Tes-Tape.’ 


The handy plastic dispenser allows you to 


Available at pharmacies carry “Tes-Tape’ in your house-call bag for 
everywhere. on-the-spot determinations. 


EL’ LUELY AND COMPANY . INDIANAPOLIS 6, INDIANA, U.S.A. 


728035 
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Conventions and 


meetings 
Announcements 


American Osteopathic Associa- 
tion, Sixty-Second Annual Con- 
: vention, Sheraton-Park and Shore- + 
: ham Hotels, Washington, D.C., = 
: July 14-18. Program Chairman, + 
: Richard O. Brennan, 1115 W. + 
: Alabama St., Houston 6, Tex. : 
American College of General Practition- 

ers in Osteopathic Medicine and Sur- 

gery, midyear clinical conference, 


Sheraton-Cadillac Hotel, Detroit, No- 
vember 8-10. Program Chairman, W. 
Clemens Andreen, 1475 Ford Ave., 
Wyandotte, Mich. Secretary, Alfred J. 
Schramm, 5880 San Vicente Blvd., Los 
Angeles. 


American College of Osteopathic Sur- 
geons, annual meeting, Sheraton-Jeffer- 
son Hotel, St. Louis, October 27-31. 
Program Chairman, Don E. Ranney, 
793 N. Renaud, Grosse Pointe Woods 
36, Mich. Executive Assistant, Mrs. E. 
F. Martin, Box 474, Coral Gables 34, 
Fla. 


American Osteopathic Academy of Or- 
thopedics, annual meeting, Sheraton- 
Jefferson Hotel, St. Louis, October 27- 
31. Program Chairman, Donald Siehl, 
701 Salem Ave., Dayton, Ohio. Secre- 
tary, J. Paul Leonard, 2673 W. Grand 
Blvd., Detroit 8. 


American Osteopathic College of Anes- 
thesiologists, annual meeting, Sheraton- 
Jefferson Hotel, St. Louis, October 27- 
31. Program Chairman, Lawrence 
Everett Giffen, 209 Monroe St., Jeffer- 
son City, Mo. Secretary, Crawford M. 
Esterline, Box 155, Kirksville, Mo. 


American Osteopathic College of Radi- 
ology, annual meeting, Sheraton-Jeffer- 
son Hotel, St. Louis, October 27-31. 
Secretary, F. A. Turfler, Jr., South 
Bend Osteopathic Hospital, 118 S. Wil- 
liam St., South Bend 2, Ind. 


American Osteopathic Hospital Associa- 
tion, annual meeting, Sheraton-Jeffer- 
son Hotel, St. Louis, October 26-30. 
Program Chairman, Mr. Heber Grant, 
466 E. Olive Ave., Burbank, Calif. 
Executive Secretary, Mr. R. P. Chap- 
man, 604 Kahl Bldg., 326 W. Third 
St., Davenport, Iowa. 


Canadian Osteopathic Association, annual 


Vor. 57, Oct. 1957 


WHILE YO 


TO: Dr. Parsons 


y WERE OUT 


time: 4:50 


WANTED TO SEE pes 


MESSAGE: Mrs- 


the Tri-Stat 


2Calmitol is the non-sensitizing antipruritic ointment supplied in 144-0z. tubes and 
1-Ib. jars, and (liquid) 2-0z. bottles by THos. Leeminc & Co., INc., New York 17. 


meeting, Lord Simcoe Hotel, Toronto, 
October 17-19. Secretary, Miss Joyce 
C. Currie, 609 Medical Arts Building, 
Montreal 25. 


Central States Osteopathic Society of 
Proctology, annual meeting, Kalama- 
zoo, Mich., October 18-20. Program 
Chairman, Robert T. Lustig, 43 La- 
fayette Ave. S. E., Grand Rapids 3, 
Mich. Secretary, Coit A. Black, 416 
Wayne Ave., Defiance, Ohio. 


Colorado, Rocky Mountain Osteopathic 
Conference, Broadmoor Hotel, Colo- 
rado Springs, November 15-17. Secre- 
tary, C. Robert Starks, 1459 Ogden 
St., Denver. 


Eastern States Osteopathic Society of 
Proctology, annual meeting, Statler 
Hotel, New York City, November 2-3. 
Program Chairman, Benjamin Gross, 
415 Cooper St., Camden 2, N.J. Sec- 
retary, LeRoy W. Lovelidge, Jr., 201 
E. Orange St., Lancaster, Pa. 


Kentucky, annual meeting, Brown Hotel, 
Louisville, October 16-17. Program 
Chairman, Paul E. Dunbar, 2505 Cher- 
okee Highlands, Paducah. Secretary, 
Martha Garnett, 2829 Brownsboro 
Rd., Louisville 6. 


Louisiana, annual meeting, Buena Vista 


Hotel, Biloxi, Miss., October 24-26. 
Program Chairman, Melbert R. Hig- 
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Novak called while you | ees 

were at e meeting: needed — 

another Rx for that new antipruritic 

you preseribed for her. 1 suggested 

4 she use Calmitol until you returned. 

She phoned again: today; prefers 

Calmitol. 


the first g.12h. 
analgesic: 1 tab. 
stops pain all day 
or all night 


DONNAGESIC’ EXTENTABS 


restful, pain-free nights * no 
up-and-down analgesia * more 
analgesia without more codeine 
¢ fewer codeine side effects... 


multiple analgesic benefits for sorties of on 
most patients lasting for 10 to and 250 


12 hours. 


A. H. ROBINS CO., INC., Richmond, Virginia 
Ethical Pharmaceuticals of Merit Since 1878 


rm. REG. U.S. PAT. OFF., PAT. APPLIED FOR. 


2 


3 
4 


extended action tablets of Codeine with Donnatal® 


DONNAGESIC No. 1 (pink) 
CODEINE Phosphate, % gr. ....48.6 mg. 


Hyoscyamine Sulfate ............ 0.3111 mg. 
Atropine Sulfate .................. 0.0582 mg. 
Hyoscine Hydrobromide ...... 0.0195 mg. 
Phenobarbital (% gr.) .............. 48.6 mg. 


Since one DONNAGESIC Extentab 
achieves continuous analgesia for 10 to 
12 hours, It replaces 3 equivalent doses 
of codeine and Donnatal. 


gins, Box 286, S.L.I., Lafayette. Secre- 
tary, V. L. Wharton, 406-407 Weber 
Bldg., Lake Charles. 


Maryland, annual meeting, Stafford Ho- 
tel, Baltimore, October 20. Program 
Chairman, Grace R. McMains, 414-16 
Professional Bldg., Baltimore 1. Secre- 
tary, Ernest R. MacDonald, 342 N. 
Charles St., Baltimore 1. 


Massachusetts, annual meeting, Somerset 
Hotel, Boston, January 18-19. Secre- 
tary, Robert R. Brown, 64 Trapelo 
Rd., Belmont 78. 


North Carolina, annual meeting, Battery 
Park Hotel, Asheville, October 24-26. 


Program Chairman, S. Dales Foster, 
710 Public Service Bldg., Asheville. 


Oklahoma, annual meeting, Hotel Tulsa, 
Tulsa, November 5-7. Program Chair- 
man, Ray H. Thompson, 409 W. Cana- 
dian St. Vinita. Secretary, G. R. 
Thomas, 2029 N. Walker, Oklahoma 
City. 


Rocky Mountain: See Colorado. 

Washington, midyear symposium, Wash- 
ington Athletic Club, Seattle. Program 
Chairman, William E. Merrill, 3107 
W. McGraw St., Seattle 99. Secretary, 
Stephen M. Pugh, 3010 Hoyt Ave., 
Everett. 


West Virginia, midyear meeting, Green- 
brier Hotel, White Sulphur Springs, 
October 20-22. Program Chairman, 


Earl K. Lyons, Professional Bldg., 
Kerens Ave., Elkins. Secretary, Guy 
E. Morris, 542 Empire Bank Bldg., 
Clarksburg. 


State and 


national boards 


ARIZONA 

Those interested in professional ex- 
aminations should contact Russell Peter- 
son, D.O., secretary, Osteopathic Board 
of Registration and Examination in Med- 
icine and Surgery, 2747 East McDowell 
Rd., Phoenix. 

Basic science examinations December 
17 at the University of Arizona, Tucson. 
Applications must be filed 2 weeks prior 
to examinations. Address Herbert D. 
Rhodes, Ph.D., secretary, Arizona State 
Board of Examiners in the Basic Sci- 
ences, University of Arizona, Tucson. 


_ COLORADO 
Professional examinations December 


3-4 at Denver. Applications must be filed 
by November 4. Address Mrs. Beulah H. 
Hudgens, executive secretary, Board of 
Medical Examiners, 715 Republic Bldg., 
Denver 2. 

Basic science examinations December 
4-5 at Y.M.C.A. Building, Denver. Appli- 
cations must be filed by November 20. 
Address Esther B. Starks, D.O., secre- 
tary, Basic Science Board, 1459 Ogden 
St., Denver 18. 


_ CONNECTICUT 
Professional examinations November 


12. Address Frank Poglitsch, D.O., secre- 
tary, Osteopathic Examining Board, 300 
Main St., New Britain. 


DELAWARE 
Examinations January 14-16. Address 
Joseph S. McDaniel, M.D., secretary, 
Board of Medical Examiners, 229 S. 
State St., Dover. 


FLORIDA. 
Professional examinations December 


7-8 at the Hotel Mayflower, Jacksonville. 
Applications must be filed by November 
1. Address W. S. Horn, D.O., secretary, 
Board of Osteopathic Medical Examin- 
ers, P.O. Box 85, Palmetto. 

Basic science examinations in Novem- 
ber. Address M. W. Emmel, D.V.M., sec- 
retary, Board of Examiners in the Basic 
Sciences, P.O. Box 340, Gainesville. 


IDAHO 
Examinations November 14 in Boise. 
Address Miss Margaret Gilbert, director, 
Occupational License Bureau, Depart- 
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ment of Law Enforcement, State House, 
Boise. 


ILLINOIS 
Examinations in January in Chicago. 
Address Mr. Frederic B. Selcke, Super- 
intendent of Registration, Department of 
Registration and Education, State House, 
Springfield. 


IOWA 
Basic science examinations January 14 
at the State House, Des Moines. Address 
Ben H. Peterson, Ph.D., secretary, Board 
of Basic Science Examiners, Coe Col- 
lege, Cedar Rapids. 


MAINE 
Examinations November 12-13 at Au- 
gusta. Address George F. Noel, D.O., 
secretary, Board of Osteopathic Examina- 
tion and Registration, 20 Monument 
Square, Dover-Foxcroft. 


MARYLAND 
Examinations in October. Address 
Christopher L. Ginn, D.O., secretary, 


Board of Osteopathic Examiners, 419 N. 
Charles St., Baltimore 1. 


MASSACHUSETTS 
Examinations January 14. Address 
Robert C. Cochrane, M.D., secretary, 
Board of Registration in Medicine, Room 
37, State House, Boston 33. 


MINNESOTA 
Basic science examinations January 7 
at University of Minnesota, Minneapolis. 
Address Raymond N. Bieter, M.D., sec- 
retary-treasurer, Board of Examiners in 
the Basic Sciences, 105 Millard Hall, 
University of Minnesota, Minneapolis 14. 


NEBRASKA 
Basic science examinations, January 
14-15. Address John S. Latta, Ph.D., sec- 
retary, Basic Science Board of Examin- 
ers, University of Nebraska College of 
Medicine, Lincoln. 


NEVADA 

Professional examinations in January. 
Address W. J. Walker, D.O., secretary, 
Board of Osteopathic Examiners, 210 W. 
Second St., Reno. 

Basic science examinations January 7. 
Address Donald G. Cooney, Ph.D., sec- 
retary, Board of Examiners in the Basic 
Sciences, Box 9005, University Station, 
Reno. 


NEW JERSEY 
Examinations on October 15. Address 
Patrick H. Corrigan, M.D., acting secre- 
tary, Board of Medical Examiners, 28 
W. State St., Trenton. 


NEW MEXICO 
Basic science examinations October 20. 
Address Mrs. Marguerite Cantrell, sec- 
retary, Board of Examiners in the Basic 
Sciences, P.O. Box 1522, Santa Fe. 


NEW YORK 
Examinations December 10-13 at. Al- 
bany, Buffalo, New York City, and Syra- 
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High concentration topical salicylate-menthol therapy 


(BAUME BENGUE) offers safe, penetrating relief of 
painful joints and muscles caused by overexertion. 


Menthol-induced hyperemia plus high local 
concentration of salicylate has been rediscov- 
ered as one of the most promptly effective reme- 
dies for rheumatoid discomfort due to exposure. 


New, objective evidence: 

A double-blind study! has reaffirmed 
the exceptional efficacy and safety of 
conservative, local treatment of 
chronic rheumatic disorders with 
BAUME BENGUE, a high-concentration 
salicylate-menthol compound. 


The local and systemic effects of 
BAUME BENGUE were evaluated by 
entirely objective methods in 211 
subjects of both sexes suffering from 
various types of chronic arthritis, 
bursitis, neuralgia, myalgia and lum- 
bago. Changes in range of joint 
motion were determined by goni- 
ometer and by flexion. Topical appli- 
cation of BAUME BENGUE measurably 
improved articular function in 94% 
when physical therapy was also used, 
and in 61% without adjunctive treat- 
ment. Efficient salicylate absorption 
was indicated by an average urinary 
excretion of 15 mg. in 24 hours. No 
ill effects were reported or observed. 


Benefits of Topical Salicylate 


in chronic rheumatic disease 


This controlled study offers new evi- 
dence of the efficacy and safety of 
local treatment of chronic rheumatic 
disease with BAUME BENGUE, one of 
the most reliable formulae at the 
physician’s disposal. 

1Brusch, C. A., et al.: Md. State Med. J.; 
5:36, 1956. 


BAUME BENGUE is supplied in two 
strengths: Regular and Children’s. 
Also available in new Greaseless-Stain- 
less form. THOS. LEEMING & Co., INC., 
155 East 44th St., New York 17, N. Y. 


cuse. Applications must be filed by No- 
vember 11. Address John W. Paige, 
M.D., Chief, Bureau of Professional Li- 
censing Services, 23 S. Pearl St., Albany. 


_ NORTH DAKOTA 
Examinations in January. Address 


Gordon L. Hamilton, D.O., Board of 
Osteopathic Examiners, Ringo Bldg., 119 
S. Main St., Minot. 


OHIO 
Examinations December 17-19 at Desh- 
ler-Hilton Hotel, Columbus. Applications 
must be filed by December 3. Address 
H. M. Platter, M.D., secretary, Medical 
Board, 21 W. Broad St., Columbus 15. 


OREGON 
Examinations in January. Address Mr. 


Howard I. Bobbitt, secretary, Board of 
Medical Examiners, 609 Failing Bldg., 
Portland 4. 


PENNSYLVANIA 
Charles S. W. Rickolt, Muncy, has 


been appointed to serve on the Board of 
Osteopathic Examiners. 


RHODE ISLAND 
Examinations January 2-3 at Provi- 
dence. Address Mr. Thomas B. Casey, 
Administrator of Professional Regula- 
tion, 366 State Office Bldg., Providence. 
Basic science examinations November 
20. Applications must be filed 21 days 
prior to examination. Address Mr. Casey. 


. SOUTH CAROLINA 
Examinations November 19 at Colum- 
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WHITE’S COD LIVER OIL 
CONCENTRATE TABLETS 


These chewable candy-like tablets 
make taking cod liver oil a pleasure. 
Youngsters enjoy the good taste and 
parents appreciate the low price. Con- 
taining 400 units of vitamin D and 4000 
units of vitamin A, each tablet equals 
the vitamin A and D potency of one 
teaspoonful! (5 cc.) of U. S. P. Cod 
Liver Oil. 
“Dosage: 2 to 6 tablets daily. 
; Supplied: Packages of 45; bottles of 
; 100, 240, and 1,000. 


HITE con LIVER CONCENTRATE CAPSUL 


g 12 its of vitami of vitami 
un’ n min D, 


Supp ed: Bottles by in and 500. 


WHITE LABORATORIES, 


bia. Address Ernest A. Johnson, D.O., 
secretary, Board of Osteopathic Exami- 
ners, Box 525, Summerville. 


SOUTH DAKOTA 
Basic science examinations December 
6-7 at the Medicine and Science Bldg., 
University of South Dakota, Vermillion. 
Address Gregg M. Evans, Ph.D., Basic 
Science Board, 310 E. 15th St., Yankton. 


TENNESSEE 
Basic science examinations given every 
3 months. Address O. W. Hyman, M.D., 
secretary, Board of Basic Science Ex- 
aminers, 874 Union Ave., Memphis 3. 


TEXAS 
Examinations December 5-7 at the Hil- 
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INC, 


WHITE’S COD LIVER OIL 
CONCENTRATE DROPS 


Convenient vitamin A and D therapy 
for less than a penny daily. Each 
drop, containing 312 units of vitamin 
D and 1,560 units of vitamin A, 
equals the vitamin D potency of 


4 cc. of U. S. P. Cod Liver Oil. 
Dosage: 2 to 4 drops, placed 
directly on tongue. 

Supplied: Bottles of 6, 30, and 
50 cc. with special dropper. 


KENILWORTH, N. J. 


ton Hotel, Fort Worth. Applications for 
licenses by reciprocity must be filed at 
least 30 days prior to the meeting, those 
for examinations 10 days prior. Address 
M. H. Crabb, M.D., secretary, Board of 
Medical Examiners, 1714 Medical Arts 
Bldg., Fort Worth 2. 


VERMONT 
Examinations in January. Address 
Charles D. Beale, D.O., secretary, Board 
of Osteopathic Examination and Regis- 
tration, Mead Bldg., Rutland. 


WASHINGTON 
Professional examinations in January. 
Address Mr. Edward C. Dohm, secre- 
tary, Professional Division, Department 
of License, Olympia. 


Basic science examinations in January 
at the University of Washington, Seattle. 
Address Mr. Dohm. 


WEST VIRGINIA 
Examinations October 21-22 at the 
Greenbrier Hotel, White Sulphur Springs. 
Address Donald C. Newell, D.O., acting 
secretary, Board of Osteopathy, 13714 
Main St., Oak Hill. 


WISCONSIN 

Professional examinations January 14- 
15 at Madison. Address Thomas W. Tor- 
mey, Jr., M.D., secretary, Board of Med- 
ical Examiners, State Office Bldg., 1 W. 
Wilson St., Madison. 

Basic science examinations Saturday, 
December 7, at Marquette University 
School of Medicine Auditorium, Milwau- 
kee. Applications must be filed by No- 
vember 29. Address Mr. W. H. Barber, 
secretary, Board of Examiners in the 
Basic Sciences, Ripon College, Ripon. 


Reregistration 


of osteopathic licenses 


October 31—Pennsylvania, $5. Address 
Mrs. Katherine M. Wollet, acting secre- 
tary, Bureau of Professional Licensing, 
Capitol Bldg., Harrisburg. 


On or before November 1—Missouri, 
$2. Address F. C. Hopkins, D.O., secre- 
tary, Board of Osteopathic Registration 
and Examination, 205 N. Fourth St., 
Hannibal. 


By November 1—Rhode Island, $1. 
Address Mr. Thomas B. Casey, Adminis- 
trator of Professional Regulation, 366 
State Office Bldg., Providence. 


December 1—District of Columbia, $4. 
Address Mr. Paul Foley, deputy director, 
Department of Occupations and Profes- 
sions, 1740 Massachusetts Ave., N.W., 
Washington 6. 


December 1—Georgia, $3; after De- 
cember 31, $10. Address Hoyt B. Trim- 
ble, D.O., secretary-treasurer, Board of 
Osteopathic Examiners, 321 Mortgage 
Guarantee, Atlanta 3. 


December 1—Oregon, resident, $15; 
nonresident, inactive, $5. Address Mr. 
Howard I. Bobbitt, executive secretary, 
Board of Medical Examiners, 609 Failing 
Bldg., Portland 4. 


December 31—Tennessee, $5. Address 
M. E. Coy, D.O., secretary, Board of 
Examination and Registration for Osteo- 
pathic Physicians, 1226 Highland, Jack- 
son. 


Prior to January 1—Arizona, not more 
than $10. Address Russell Peterson, D.O., 
secretary, Osteopathic Board of Regis- 
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tration and Examination in Medicine and 
Surgery, 2747 E. McDowell Rd., Phoe- 
nix 22. 


January 1—California, $20 for resi- 
dents and nonresidents. Address Glen D. 
Cayler, D.O., secretary, Board of Osteo- 
pathic Examiners, 1013 Forum Bldg., 
Sacramento 14. 


January 1—Florida, $5. Address W. 
S. Horn, D.O., secretary, Board of Os- 
teopathic Medical Examiners, P.O. Box 
85, Palmetto. 


January 1—Maine, $4. Address George 
F. Noel, D.O., secretary, Board of Os- 
teopathic Examination and Registration, 
20 Monument Square, Dover-Foxcroft. 


January 1—Manitoba, $5. Address W. 
Kurth, D.O., secretary, Board of Osteo- 
pathic Physicians, 248 Moorgate Blvd., 
St. James, Winnipeg 12. 


January 1—New York, $6, biennially. 
A physician receiving a license the sec- 
ond year of any biennial registration per- 
iod pays a fee of $3 for a certificate 
expiring December 31 of such second 
year. Address Stiles D. Ezell, M.D., sec- 
retary, Bureau of Professional Examina- 
tions and Registrations, 23 S. Pearl St., 
Albany 7. 


January 1—Ontario, $35. Address D. 
Gordon Campbell, D.O., secretary, Board 
of Directors of Osteopathy, 2 Bloor 
St., E., Toronto 5. 


January 1—Pennsylvania, Surgeons 
Examining Board, $10. Address Mrs. 
Katherine M. Wollet, acting secretary, 
Board of Osteopathic Examiners, Bureau 
of Professional Licensing, Harrisburg. 


January 1—Saskatchewan, $30. Ad- 
dress Anna E. Northup-Little, D.O., 2228 
Albert St., Regina. 


January 1—Texas, $5. Address M. H. 
Crabb, M.D., secretary, Board of Medi- 
cal Examiners, 1714 Medical Arts Bldg., 
Fort Worth 2. 


January 1—Utah, $3. Address Alice E. 
Houghton, D.O., secretary, Osteopathic 
Examining Board, 600 Zion’s Savings 
Bank Bldg., Salt Lake City 1. 


January—Alberta. No reregistration. 
Pay $10 a year membership in the Col- 
lege of Physicians and Surgeons, Al- 
berta, in January. 


During January—Connecticut, $2. Ad- 
dress Frank Poglitsch, D.O., secretary, 
Osteopathic Examining Board, 300 Main 
St., New Britain. 


During January—Minnesota, $2. Ad- 
dress Wallace F. Kreighbaum, D.O., sec- 
retary, Board of Osteopathic Examiners, 
2748 Hennepin Ave., Minneapolis 8. 
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Each Spacetab contains 75mg. of Sandostene. 


Composition: Sandostene® is 2'-theny] )-piperidine tartrate. 


stop itching —SANDOSTENE Spacetabs®/1 Spacetab in the morning and evening. 


During January—Wisconsin, $3. Ad- 
dress Thomas W. Tormey, Jr., M.D., 
secretary, Board of Medical Examiners, 
State Office Bldg, 1 W. Wilson St. 
Madison. 


Examination 


by National Board 


The National Board of Examiners for 
Osteopathic Physicians and Surgeons 
conducts Parts I and II of its examina- 
tion on the first Thursday and Friday of 
each May and December at the six ap- 
proved colleges. Application blanks may 
be obtained from the secretary or the 


dean of the college, and the completed 
application blank, together with a pass- 
port photograph and check for the parts 
to be taken must be in the secretary’s 
office by the November 1 or April 1 pre- 
ceding the examination. 

Examinations in Part I consist of anat- 
omy, including histology and embryology; 
physiology; physiological chemistry; gen- 
eral pathology; and bacteriology, includ- 
ing parasitology and immunology. 

Part II consists of examinations in 
surgery, including applied anatomy, sur- 
gical pathology, and surgical specialties ; 
neurology and psychiatry; public health, 
including hygiene, medical jurisprudence; 
osteopathic principles, therapeutics, in- 
cluding pharmacology and materia medica. 

Part III is an oral and practical ex- 
amination given under the supervision of 


89 


t 
si 
| 
z 
$ 
j 
i 
3 
= 
j 


strengthen 
fragile capillaries 


associated with abnormal capillary 
permeability and fragility in 


peptic ulcer 


ulcerative colitis 

chronic nosebleed 

purpura (nonthrombocytopenic) 
hemorrhagic cystitis 

habitual and threatened abortion 


menorrhagia 


a chief examiner who is a member of the 
Board and by a panel of associate ex- 
aminers. Subjects covered in Part III 
are anatomy; physiology; pathology; os- 
teopathic principles; therapeutics, and 
pharmacology; surgery, ophthalmology 
and otorhinolaryngology; obstetrics and 
gynecology; physical and clinical diag- 
nosis; public health and communicable 
diseases. 

These are oral examinations which the 
candidate may take after having satisfac- 
torily completed the first 6 months of a 1 
year internship in a hospital approved by 
the American Osteopathic Association 
for intern training. Part III is given an- 
nually at the Philadelphia, Kirksville, and 
Los Angeles colleges. 
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Eligibility requirements are as follows: 
Part I, satisfactory completion of the 
first 2 years in an approved school of 
osteopathy; Part II, satisfactory comple- 
tion of Part I and of the first two quar- 
ters or trimesters of the senior year in 
an approved osteopathic college; Part 
III, satisfactory completion of Part II 
and at least 6 months of a 1-year intern- 
ship approved by the American Osteo- 
pathic Association. The internship re- 
quirement does not apply to candidates 
who took Part I prior to July, 1950. 

Applications must be filed with the 
secretary of the Board not less than 30 
days prior to the examination dates. Ad- 
dress Paul van B. Allen, D.O., secretary, 
1512 N. Delaware Street, Indianapolis 2. 


Specialty 
board examinations 


ANESTHESIOLOGY 
Examinations October 26, 9:00 am., 
Sheraton-Jefferson Hotel, St. Louis. Ad- 
dress Crawford M. Esterline, D.O., sec- 
retary, American Osteopathic Board of 
Anesthesiology, P.O. Box 155, Kirksville, 
Mo. 


NEUROLOGY AND PSYCHIATRY | 
Oral examinations in November, writ- 


ten tests in February, and clinical exami- 
nations in May or June. Applications 
must be filed no later than October 1. 
Address Thomas J. Meyers, D.O., secre- 
tary-treasurer, American Osteopathic 
Board of Neurology and Psychiatry, 234 
East Colorado St., Pasadena 1, Calif. 


OBSTETRICS AND GYNECOLOGY 

Examinations February 7-8, 1958, Cos- 
mopolitan Hotel, Denver. Address Jac- 
quelin Bryson, D.O., secretary-treasurer, 
American Osteopathic Board of Obstet- 
rics and Gynecology, 3300 East 17th 
Ave., Denver 6. 


RADIOLOGY 
Examinations October 25-26 in St. 
Louis. Address D. W. Hendrickson, D.O., 
secretary, American Osteopathic Board 
of Radiology, 3429 East Douglas Ave., 
Wichita 8, Kans. 


SURGERY 

Examinations October 26-27 in St. 
Louis. Applications for examination in 
specialty fields of surgery, gynecological 
surgery, neurosurgery, orthopedic sur- 
gery, peripheral vascular surgery, plastic 
surgery, urological surgery must be re- 
ceived prior to April 1. Address Mrs. 
E. F. Martin, corresponding secretary, 
American Osteopathic Board of Surgery, 
P.O. Box 474, Coral Gables, Fla. 


1956 summary of 
disease outbreaks* 


Carl C. Dauer, M.D., and 
Granville Sylvester, B.S. 


The pattern of disease outbreaks in 
1956, especially those which were water- 
borne or foodborne, did not differ mate- 
rially from that of the previous 5 years. 
About the same proportion of water- 
borne and foodborne outbreaks occurred 
in schools, public eating places, and pri- 
vate homes. Likewise, many of the un- 
derlying causes, namely, poor food- 
handling practices, were mentioned as 


*Reprinted from Public Health Reports, Au- 
gust 1957. 

tDr. Dauer is medical adviser to the chief, 
and Mr. Sylvester is analytical statistician with 
the Morbidity Analysis Section of the National 
Office of Vital Statistics, Public Health Service. 
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frequently in the reports for 1956 as in 
former years. 

An examination of the reports of epi- 
demiological investigations of disease 
outbreaks of all types during the year 
suggests that a considerable number 
were conducted with a minimum amount 
of effort on the part of the investigator. 
At the other extreme, some reports indi- 
cated that unusual occurrences of disease 
were investigated with meticulous atten- 
tion to pertinent details. 

Some investigations falling into the 
first category were limited in scope be- 
cause the epidemic was brought to the 
attention of health authorities so late 
that a satisfactory report could not be 
made. Other outbreaks may have re- 
ceived scant attention because they were 
not considered to be important, and still 
others perhaps because trained personnel 
were not available for conducting inves- 
tigations. 

On the other hand, as there are each 
year, a number of reports of investiga- 
tions were outstanding, although not all 
were concerned with diseases or illnesses 
of great public health importance. For 
instance, one widespread outbreak of 
typhoid fever was investigated and re- 
ported in great detail, and the probable 
source of infection was determined. 
Other examples include a large number 
of human cases of psittacosis, occurring 
in one State, which were associated with 
turkeys; a foodborne outbreak of gastro- 
enteritis in a high school; an outbreak 
of shigellosis traced to a water supply; 
and a number of investigations of single 
cases of a disease, including plague and 
suspected smallpox. Many of the inves- 
tigations were conducted by teams of 
specialized personnel from local, State, 
Federal, and, occasionally, nongovern- 
mental agencies. The various types of 
skills found in such teams might include 
those of medical officers, microbiologists, 
veterinarians, sanitary engineers, or ento- 
mologists. When the talents of such 
persons are brought to bear on a disease 
outbreak problem, it is probable that the 
underlying as well as the immediate 
causes will be brought to light. 


WATERBORNE DISEASE OUTBREAKS 

There was an increase in the number 
of waterborne disease outbreaks in 1956 
compared with those of the past several 
years. In 1955, there were only two out- 
breaks with an unknown number of cases, 
probably less than 50. However, in 1956, 
there were 9 waterborne outbreaks of 
disease in which 1,719 persons were af- 
fected. 

The 1956 outbreaks represent 2 rather 
large and 2 small outbreaks among per- 
sons who drank water from contamin- 
ated public systems. One outbreak in- 
volving about 800 persons was classified 
as shigellosis. Shigella flexneri was iso- 
lated from stool specimens from several 
of the patients. The specific organism 
was not found in the water, but an or- 
ganism resembling shigella was isolated. 
There was substantial evidence that the 
city supply had been contaminated with 
raw water from a mountain stream. Evi- 
dence of fecal contamination was found 
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In colds, nasal allergies, 
sinusitis...postnasal drip 


Triaminic Tablets ‘‘dry’’ and 
decongest nasal passages, combat 
allergic symptoms, minimize 
rebound congestion. Triaminic 
improves sinus drainage, alleviates 
postnasal drip...valuable for day 
and nighttime relief. 


running noses 


imed-reiease tablets provide relief promptly... 
keep nasal passages clear for 6 to & hours 


SMITH-DORSEY - a division of The Wander Company « Li 


each Triaminic tablet contains: 
Phenylpropanolamine 


hydrochloride........... 50 mg. 
Pyrilamine maleate...... . .25 mg. 
Pheniramine maleate. ..... 25 mg. 


1 tablet t.i.d. 


Bottles of 50 and 250 ‘‘timed- 
release” tablets. 


In, Nebraska 


along the stream, probably deposited 
there by campers known to have used the 
area. In another outbreak, about 700 
persons in a small town became ill after 
the public water supply became heavily 
contaminated with surface drainage fol- 
lowing a sudden rain storm. A third out- 
break occurred in one section of a city. 
Here, the supply was contaminated by 
raw water from a stream being forced 
into the public water system by a sprink- 
ler system pump of a resident living in 
the area of contamination. The fourth 
outbreak was traced to contamination of 
the water system during repair of a city 
main. When a ditch was opened about 
the main it filled with water from seep- 
age, necessitating continuous pumping 
while the repair was being done. Al- 
though the line was flushed upon comple- 


tion of the work, no sterilizing agent 
was used. 

Three other outbreaks of gastroenter- 
itis occurred in camps where untreated 
water was being used. In one camp, the 
local water company pumped raw creek 
water into the system because a well, or- 
dinarily used as a source of supply, pro- 
duced insufficient water during periods 
of peak demand. The remaining out- 
breaks were in two separate families 
whose water supply was private. In one 
family, Salmonella typhimurium was iso- 
lated from stool specimens, and the water 
in an old dug well was found to be con- 
taminated. The outbreak in the other 
family resulted from poison being dumped 
into a well. 

Three other disease outbreaks were re- 
ported in which water was suspected, 
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oozing; prevents bleeding due to hypoprothrombinemia; and prevents 
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but definite evidence was lacking. One 
was hepatitis (number of cases un- 
known) in a school. Another was among 
social workers at a gathering held in a 
place where new water pipes had been 
installed. It was reported that the pipes 
had not been flushed when the system 
was placed in operation. The third oc- 
curred in persons attending a church 
camp and is described under typhoid 
fever. 

MILKBORNE DISEASE OUTBREAKS 

The number of milkborne disease out- 
breaks also exceeded the number re- 
ported in 1955. This is because 27 out- 
breaks of staphylococcal food poisoning 
involving more than 700 persons resulted 
from the ingestion of milk reconstituted 
from dry milk. Most of these outbreaks 


9? 


occurred among school children who 
drank United States surplus dry milk 
furnished through the school lunch pro- 
gram. No outbreak in 1956 was asso- 
ciated with pasteurized milk. Four cases 
of brucellosis occurred in a rural family 
who used raw milk from infected cows. 
Among customers of a restaurant, 80 
persons became ill after eating a cheese 
sauce. Although none of the sauce was 
available for bacteriological examination, 
there was sufficient epidemiological evi- 
dence to incriminate it. The ingredients 
offered a rich media for pathogenic or- 
ganisms, and the product was left at room 
temperature for 4 or 5 hours. The source 
of infection in two ia outbreaks was 
traced to ice cream served at family 
gatherings, one of which was a picnic. 
Tn one outbreak, S. typhimurium was iso- 


lated both from the ice cream and from 
stool specimens of the patients. No source 
for either of these outbreaks was found. 
The second outbreak was believed to 
have been milkborne. Raw milk used in 
ice cream was considered to be the ve- 
hicle of infection. This, however, was 
not proved. 


OTHER FOODBORNE DISEASE 
OUTBREAKS 

The number (210) of foodborne out- 
breaks other than milk and milk prod- 
ucts reported in 1956 is a little more than 
the 193 in 1955 but less than the 234 in 
1954. This amount of variation suggests 
that no significant changes have occurred 
in incidence of these foodborne diseases 
in the past 3 years. 

Most of the outbreaks were staphyl- 
ococcal food poisoning followed closely 
by unspecified types of gastroenteritis. A 
few miscellaneous organisms, including 
paracolon bacilli and streptococci, were 
found during the investigations of some 
outbreaks. Most of the outbreaks of 
typhoid fever and shigellosis, and almost 
half of the salmonellosis outbreaks were 
traced to carriers of the respective or- 
ganisms who had handled or prepared 
food. Illness or infection was found in 
food handlers in a few of the outbreaks 
of staphylococcal food poisoning and un- 
specified gastroenteritis. The sources of 
most of these outbreaks were not de- 
termined, but inadequate refrigeration 
was commonly a contributing factor per- 
mitting incubation of pathogenic organ- 
isms in food items. 

As in previous years, poultry meat 
was most often incriminated in the out- 
breaks. Turkeys accounted for a large 
proportion and chickens for only a frac- 
tion of the total outbreaks. Beef, ham, 
and pastries were mentioned in almost 
equal numbers, about the same as in 
previous years. Potato salad was men- 
tioned in only a few outbreaks but 
showed almost a five-fold rise over the 
number for the previous year, when out- 
breaks attributed to this item reached 
a low ebb. 


TYPHOID FEVER 


During 1956, there was an increase in 
numbers of cases of typhoid fever re- 
ported in the United States. Part of this 
increase was due to a relatively large 
number of cases which occurred early 
in the year in the North Central States. 
The fact that many of the cases were 
caused by one phage type (E,) and that 
they were scattered over several States 
suggested that some article of food widely 
distributed through commercial channels 
might be the vehicle of infection. How- 
ever, after an intensive investigation by 
State and Federal agencies, no common 
source of infection could be found. 

Another group of persons became in- 
fected at one place but became ill in 
and were reported from several States. 
Following a church camp meeting at- 
tended by several hundred people, 27 
persons became ill after returning home. 
Epidemiological evidence indicated that 
water from a well at the camp site was 
the medium of spread. Furthermore, an 
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epidemic of mild diarrhea which oc- 
curred during the camp meeting strength- 
ened the belief that this supply of water 
was responsible for spread of the ty- 
phoid infection. It was determined that 
a typhoid carrier had attended the camp 
and the organism isolated from her was 
the same type (C:) as that isolated from 
the majority of the cases of typhoid 
fever. 

Six other outbreaks consisting of only 
a few cases each were reported, all of 
them in association with carriers. Three 
were traced to contaminated food, and 
one was probably waterborne. 


SALMONELLOSIS 


Most of the 23 outbreaks of salmonel- 
losis reported in 1956 were attributed to 
food, but in 6 outbreaks the vehicle of 
infection was not determined. Of the 
foodborne outbreaks, 4 were associated 
with turkeys, 1 with chickens, and 1 
with ice cream. One outbreak of salmon- 
ellosis was waterborne. 

Nine of the outbreaks were traced to 
carriers. In one outbreak, 521 persons in 
a mental institution became ill over a 10- 
day period. A food handler was found to 
be a carrier of Salmonella newport, but 
two organisms, S. newport and S. typhi- 
murium, were isolated from stool speci- 
mens of cases traced to this source. Two 
other outbreaks were reported among 
persons patronizing establishments sell- 
ing products to the public. In one of 
these, pre-packaged chicken salad was 
the vehicle. A total of 323 cases were 
reported in connection with this outbreak, 
but the total number was estimated to 
be at least 3,000 symptomless infections 
in approximately 100,000 persons who 
were exposed to 28,000 individual car- 
tons of chicken salad distributed over a 
4-week period. Of 18 food handlers who 
had some contact with this salad, 5 were 
found to be carriers of Salmonella block- 
ley. The second outbreak affected per- 
sons who ingested cream-filled cookies 
from a bakery that distributed this prod- 
uct in several western States. Of the re- 
maining outbreaks, 5 were in universities 
and schools, 1 in a country club, 1 fol- 
lowed a community gathering, and sev- 
eral smaller outbreaks were in restaur- 
ants, labor camps, a farm, a bakery, and 
a club. 

Two outbreaks of salmonellosis oc- 
curred in hospital nurseries for the new- 
born. Salmonella oranienburg was _ iso- 
lated in one such outbreak, and the same 
organism was isolated from a woman in 
the isolation unit. However, there was 
no contact between the nursery and the 
isolation unit except through medical of- 
ficers and nursing supervisors. The 
source of this outbreak was not found. 
The source of the other outbreak was a 
mother whose stool yielded the same or- 
ganism as that found in the infants. 

Organisms isolated from specimens 
collected during the investigation of the 
Salmonella outbreaks were anatum, block- 
ley, chester, enteritidis, heidelberg, in- 
fantitis, montevideo, meunschen, newport, 
oranienburg, rabislaw, thompson, and 
typhimurium. 
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SHIGELLOSIS 

Of the 8 outbreaks of shigellosis re- 
ported, 1 was waterborne, 2 were trans- 
mitted by person-to-person contact, and 
3 were traced to carriers handling food. 
In two, the source and mode of infec- 
tion was not determined. 

One of the outbreaks spread by per- 
sonal contact was in a farm labor camp. 
Here, poor environmental conditions and 
lack of adequate water supply were con- 
tributing factors. The other was in an 
elementary school where there was evi- 
dence of poor personal hygiene which 
might allow rapid transmission of the 
disease by the fecal-oral route. Examina- 
ation of the restroom facilities at this 
school revealed that water pressure was 


low and insufficient to flush toilets dur- 
ing periods of increased water usage and 
to permit adequate handwashing. 

The largest outbreak of shigellosis re- 
ported in 1956, involving 800 cases, re- 
sulted from contamination of a public 
water supply by a mountain stream pol- 
luted with fecal waste. Three of the out- 
breaks resulted from the sonnei type of 
organism, and three from the flexneri 
type. Shigella alkalescens was isolated 
from specimens collected during one of 
the outbreaks, and in another, no specific 
organism was found. 


STAPHYLOCOCCAL FOOD POISONING 


In 1956, there were 111 outbreaks of 
staphylococcal food poisoning with 4,313 
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constipation and associated discomfort 


ZILATONE is a rational combination of bile salts 
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TABLETS 


cases reported as compared with 102 out- 
breaks with 4,130 cases in 1955. This 
represents a small increase in both num- 
ber of outbreaks and number of cases 
over those for the previous year. During 
the past 3 years, the number of cases 
per year has exceeded 4,000. The 26 out- 
breaks with about 700 cases in Puerto 
Rico and the Virgin Islands might be 
considered as one single episode since all 
resulted from the same product, milk 
reconstituted from dry milk used in 
school lunch programs. Although only 
36 outbreaks (33 Staphylococcus aureus 
and 3 Staphylococcus albus) were lab- 
oratory confirmed, there was enough 
epidemiological evidence to substantiate 
classification of the remaining outbreaks 
as staphylococcal food poisoning. In 1955, 


94 


there were 15 laboratory-confirmed out- 
breaks and in 1954 the number was 26. 

In about half of the outbreaks of 
staphylococcal food poisoning reported 
this year, lack of refrigeration or a food 
handler was given as the source of infec- 
tion. A typical example of infection by 
a food handler is the outbreak reported 
in a high school, where 103 persons 
became ill following a turkey dinner. 
An investigation revealed that 1 of the 
3 persons who deboned the turkeys had 
an infected burn on one finger. It was 
postulated that this individual infected 
about a third of the meat. The fact that 
about a third of those who ate turkey be- 
came ill from 2 to 6 hours later would 
seem to make this explanation a reason- 
able one. 


Among the places most often men- 
tioned in connection with these outbreaks 
of staphylococcal food poisoning were 
private residences. and public eating 
places, with 18 outbreaks attributed to 
each. There were 15 outbreaks in schools 
and colleges, and in 12 outbreaks prod- 
ucts from bakeries were considered to be 
vehicles of infection. 


GASTROENTERITIS 


Of 88 outbreaks of gastroenteritis 
which were studied, 69 resulted from food 
other than milk and milk products. In 
these foodborne outbreaks, 5,100 persons 
were affected. In many instances, no 
food was available for laboratory tests, 
and in others, no pathogenic organisms 
could be isolated from the suspected food 
or from stool specimens from the pa- 
tients. This is similar to the experience 
in previous years. Bacteriological tests 
on specimens from 4 outbreaks revealed 
paracolon organisms, and specimens from 
3 yielded streptococci. In one outbreak, 
an unidentified gram-positive coccus was 
found. 

Six outbreaks of gastroenteritis, with 
903 cases, were waterborne, and 2 out- 
breaks, with 93 cases, were milkborne. 
In five outbreaks there was evidence of 
person-to-person spread, suggesting viral 
infections, but virus isolations were not 
made. An outbreak in Colorado was first 
thought to have been waterborne because 
routine examinations showed the water 
supply to be substandard, but investiga- 
tion revealed that the cases were not 
related to water consumption. The out- 
break was regarded as gastroenteritis of 
viral origin, a type of infection common 
in the area in certain seasons. 

During the year, reports were received 
of 12 outbreaks of gastroenteritis (2,112 
cases) in which turkeys were incriminat- 
ed. Of these, 9 outbreaks were in schools, 
2 in institutions, and 1 followed a church 
dinner. No etiological agent was found 
in any of these outbreaks. Some may 
have been due to salmonella infections, 
and others possibly were due to Clos- 
tridium welchit. 


TRICHINOSIS 


Eleven outbreaks of trichinosis with 
98 cases were reported in 1956. About 
the same number of cases were reported 
as for 1955, but the number of out- 
breaks more than doubled. In 1955, one 
outbreak with 69 cases was reported 
among members of two fraternities. In 
1954, there was no large outbreak, but 
in 1953 one outbreak with 73 cases in 
an institution was reported. The largest 
outbreak in 1956, with 29 cases, resulted 
from sausage eaten in 3 counties of 
Pennsylvania. The source was a local 
butcher who supplied the pork product. 
In another outbreak, 12 cases developed 
in persons who ate a German delicacy 
supplied by a local butcher. One out- 
break followed a cocktail party, and one 
was in a boys’ camp. The remainder 
were in private families, including a 
family gathering where only 2 persons 
developed the disease among the 14 
present. 
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BOTULISM 


Eleven outbreaks with 22 cases (9 
deaths) of botulism were reported by 4 
States and Alaska. In only one outbreak 
was the botulism organism isolated, this 
being type A. There was sufficient evi- 
dence, including clinical manifestations, 
to warrant a diagnosis of botulism in 
the other outbreaks. Most of the out- 
breaks involved only one case. However, 
in 1 outbreak, there were 6 cases (1 
death) in a private family. These in- 
dividuals had eaten home-canned beet 
greens. Four persons in another family 
became ill after eating string beans. In 
Alaska, there were 2 outbreaks, 1 from 
seal meat and 1 from whale meat, pre- 
sumably type E infections. Although the 
organism was not recovered, a heat-labile 
toxin was found. Also, the investigator 
has recovered the same type of botulism 
organism previously in these kinds of 
meat. Other foods involved in the out- 
breaks were all home-canned products, 
including pickled pigs’ feet, potatoes, and 
olives. 


TOXIC AGENTS 


Two disease outbreaks were from ar- 
senic poisoning, one from spray being 
blown from a peach orchard to a cab- 
bage field. Sixty people who ate cabbage 
from this field became ill. The other 
episode of arsenic poisoning was in a 
rural family who drank water from a 
well which was deliberately contaminated 
with rat poison. Two outbreaks were 
attributed to food coloring—1 was caused 
by nitrite from the coloring used in 
weiners and 1 by copper found in a cake 
coloring. Three children became ill after 
playing with an insect spray. Soft drinks 
were the vehicles of infection from the 
remainder of the outbreaks. One out- 
break resulted from the accidental con- 
tamination by insect spray of paper cups 
used for dispensing the soft drink. In 
another outbreak, cadmium from a con- 
tainer contaminated an acid drink. The 
other outbreak was copper poisoning 
which developed when a defective valve 
in a dispensing machine permitted carbo- 
nated water to back up and remain in 
contact with copper pipes. The ninth out- 
break was due to antimony in an acid 
drink which had been left too long in a 
defective coffee pot. 


STREPTOCOCCAL INFECTIONS 


Only 4 outbreaks of streptococcal 
food poisoning were reported; 2 were in 
school, 1 in personnel of the Armed 
Forces, and 1 in a private household. 
Three were associated with salads, two 
of them with egg salads. Although no 
organisms were isolated from the food, 
there was good evidence that food han- 
dlers had contaminated it. In 1955, egg 
salad was responsible for one large out- 
break of streptococcal food infection re- 
ported during that year. A streptococcal 
organism was isolated from both the 
salad and the person who prepared it. 
One outbreak of two cases, in 1956, was 
from canned spaghetti and meat balls. It 
probably was contaminated in the home 
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because unopened cans appeared to be 
normal. 

Streptococcal infections not associated 
with food were reported from three 
schools and an Armed Forces training 
center. A total of 776 cases were re- 
ported in these 4 outbreaks. 


MISCELLANEOUS OUTBREAKS 


During 1956, various outbreaks of ill- 
ness not associated with food were re- 
ported. Some of the more important are 
summarized briefly in the following para- 
graphs. 

Only two outbreaks of diarrhea of 
the newborn were reported in 1956. In 
one, Escherichia coli was found; in the 
other, alpha coli was reported as the 
etiological agent. Twenty-two infants 


were involved in these outbreaks. An- 
other type of disease in newborn infants 
which apparently is increasing in fre- 
quency is characterized by staphylococcal 
skin infection. Six epidemics were re- 
ported among infants in hospital nurs- 
eries, and in some instances, the same 
serotype of organism was found in breast 
abscesses of some of the mothers who 
nursed these infants. 

Another type of skin infection (eryth- 
ema infectiosum) was reported among 
school children in four States and Ha- 
waii. This infection was also found in 
some adults. 

Several outbreaks of diphtheria were 
reported, one of the largest being in IIli- 
nois. Here, 60 cases developed among 
migratory workers from Texas. Later 
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odor, imparts no odor. Available as tablets or liquid. 


Conjugated estrogens (equine 


in the menopause and 


the pre- and postmenopausal syndrome 


& AYERST LaBoraTories * New York, N. Y. * Montreal, Canada 


in the year, during October, an outbreak 
occurred in a relatively low income group 
in which primary immunizations had not 
been given to most of the inhabitants. 
A total of 165 cases, with at least 2 
deaths, were reported in Detroit in 1956. 
Smaller outbreaks occurred in Indiana 
and New Mexico. Other outbreaks re- 
ported in 1956 involved fewer than 10 
cases. 

Eight outbreaks of infectious hepatitis 
were reported in 1956. One outbreak 
with an undetermined number of cases 
was similar to one reported in 1955, that 
is, both were among members of a foot- 
ball squad who had been drinking con- 
taminated water. Another 1956 outbreak 
of 276 cases was also considered to be 
waterborne and E. coli was isolated from 
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water samples. Although water was as- 
sociated with these outbreaks, there was 
no evidence which would definitely in- 
criminate it. None of the outbreaks in 
1956 were foodborne. In about half of 
the outbreaks there was evidence of per- 
son-to-person transmission, and for the 
other half, the source was not deter- 
mined. 

Localized outbreaks of arthropod-borne 
types of infectious encephalitis occurred 
in several parts of the United States in 
1956. In Massachusetts, a group of 11 
confirmed and 3 presumptive cases of the 
eastern equine type of infection was re- 
ported, and in Maryland, there were 3 
human cases, 2 presumptive and 1 con- 
firmed. This disease in horses and in 
pheasants was observed in these and sev- 


eral other States. Fourteen  scattereu 
human cases of western equine encepha- 
litis in California and 16 in northwestern 
Texas were confirmed by serologic tests. 
A large urban epidemic, 110 cases with 
13 deaths, of the St. Louis type of en- 
cephalitis was reported in Louisville, and 
another, consisting of 17 cases, in south- 
western Kentucky. A sizable outbreak 
occurred in northwestern Texas, smaller 
ones in two areas of Colorado, and one 
in Kansas. 

During the year, more than 500 cases 
of psittacosis in humans were reported. 
Most of these were single cases and re- 
sulted from contact with pet parakeets. 
However, outbreaks were reported in five 
States. Early in the year, the disease 
occurred in Oregon among a large num- 
ber of persons who worked on turkey 
farms, in rendering plants which handled 
dead turkeys, and in employees of poul- 
try processing plants. Two other small 
groups of cases were reported in which 
there was contact with infected birds. 
Ducks on a farm in Virginia were found 
to be infected with psittacosis, and at 
least four persons working on the farm 
became ill with the disease. In Minne- 
sota, seven persons who became ill with 
psittacosis had contact with Easter 
chicks. No virus was found in any of 
the chicks. 

Only one outbreak of brucellosis was 
reported, this being milkborne. It in- 
volved four children who drank raw 
milk. There were several single cases of 
the disease from raw milk. Others were 
from handling cow or hog carcasses in 
processing plants. In Maine, Newcastle 
disease was reported among poultry 
flocks, and one human case is known to 
have occurred. 


Mortality 
continues to be 


favorable* 


The death rate among the Industrial 
policyholders of the Metropolitan Life 
Insurance Company in the first half of 
1957 was about the same as that recorded 
a year ago and about 3 per cent higher 
than the all-time low established in the 
first six months of 1955. The death rate 
for the January-June period of 1957 was 
663 per 100,000, compared with 662 a 
year ago and with 644 in the like period 
of 1955. 

The cardiovascular-renal diseases and 
cancer (malignant neoplasms) both re- 
cord somewhat higher death rates this 
year than last. For the cardiovascular- 
renal conditions, the rate increased about 
2 per cent—from 354.5 per 100,000 in 
the first half of 1956 to 360.9 in the 


*Reprinted -from~ Statistical’ Bulletin, Metro- 
politan Life Insurance Company, July 1957. 
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comparable period of the current year. 
The corresponding rise in the cancer 
mortality rate was from 132.9 to 1384 
per 100,000, or about 4 per cent, reflect- 
ing increases in malignancies of the di- 
gestive and of the respiratory system. 
In contrast, the death rate from diabetes 
in this insurance experience decreased 8 
per cent. 

Thus far, the record for pneumonia 
and influenza has been exceptionally fa- 
vorable. The mortality rate from these 
diseases through June was 16.3 per 
100,000 policyholders, or 12 per cent be- 
low the rate a year ago. It is a matter 
of conjecture as to whether the influenza 
epidemic which is spreading from the 
Far East to other areas will become 
widespread in the United States. Some 
sporadic outbreaks have already occurred 
in our country but they have been con- 
fined to small areas. 

Progress continues to be made in the 
control of tuberculosis. The disease re- 
corded a 10 per cent reduction in mor- 
tality since last year, the rate among the 
insured reaching an all-time minimum of 
7.2 per 100,000 in the first six months of 
1957; this is less than half the death rate 
of only five years earlier. The communi- 
cable diseases of childhood — measles, 
scarlet fever, whooping cough, and diph- 
theria—likewise established a new low 
this year. Their combined death rate was 
down to 0.2 per 100,000, compared with 
0.4 in the January-June period of 1956. 

The mortality from acute poliomyelitis 
has been at an extremely low level. In 
the first six months of the year there 
were only three deaths from the disease 
among the many millions of the Com- 
pany’s Industrial policyholders. The 
death rate was less than 0.05 per 100,000, 
compared with 0.1 in the corresponding 
period last year and 0.2 per 100,000 two 
years ago. Through June 29th of the 
current year, 1,403 cases of poliomyelitis 
were reported in the general population 
of the United States, about half the total 
reported in the first half of 1956. 

The death rate from accidents (all 
forms) in this insurance experience was 
somewhat lower in the January-June 
period of 1957 than in the comparable 
months of last year. Part of the im- 
provement reflects the reduction in mor- 
tality from motor vehicle accidents. The 
suicide rate remained practically un- 
changed, while homicides increased some- 
what in frequency. 


Gains in longevity 
since 1900* 


Continued progress in the control of 
disease has greatly extended the average 
length of life in the United States. Under 
mortality conditions prevailing around 


“Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, July 1957. 


Vow. 57, Oct. 1957 


Like oil on troubled waters... 


Formula DONNATAL® EXTENTABS® 
DONNATAL TABLETS (Extended Action Tablets) 


DONNATAL Each Extentab (equiva- 

DONNATAL ELIXIR (per 5 cc.) lent to 3 Tablets) pro- 

Hyoscyamine Sulfate......0.1037 mg. vides sustained 1-tablet 
0.01 


Atropine Sulfate .... 94mg. effects...evenly, for 10 to 
Hyoscine Hydrobromide..0.0065 mg. 12 hours — all day or alt 
Phenobarbital (¥ gr)... 16.2mg. night on a single dose. 


through provision of natural belladonna 
alkaloids in optimal ratio, with phenobarbital 


A.H. ROBINS CO.,INC., RICHMOND 20, VA. 


1900, the expectation of life at birth was 
not quite 50 years. By 1930, the figure 
had risen to about 60 years; in 1955, the 
latest available, it was 69.5 years. Thus, 
about 20 years have been added to the 
expected lifetime since the turn of the 
century. In 1955, as in earlier years, 
white females had the best record. for 
longevity. Their expectation of life at 
birth was 73.6 years, compared with 67.3 
years for white males; the correspond- 
ing figures for the nonwhite population 
were 65.9 years and 61.2 years, respec- 
tively. 

The increases in expectation of life 
have been largest in infancy and _ child- 
hood, but notable gains have also been 
made at the adult ages. Since 1900-02 
the expectation of life at age 25 has in- 


creased 7 years among white men and 
11 years among white women; at age 45 
the corresponding gains have been 3 
years and 6% years. 

In recent decades, females have en- 
joyed a lower mortality than males at 
every period of life. In fact, the death 
rate among white females is now less 
than 2 per 1,000 in the age range 1 
through 39 years, and remains under 10 
per 1,000 through age 58. For white 
males, the mortality during childhood 
and early adult life has also declined to 
very low levels. Nevertheless, over much 
of the life span the death rate among 
males is more than 1% times that for 
females. Around the age of majority, 
when the sex difference in mortality is 
at a maximum, the ratio is nearly 3 to 1. 
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“...More Maalox! Well, that’s one antacid they all seem to like— 
works like a charm, doesn’t constipate, tastes good—no problems ...’’ 


MAaLox®, an efficient antacid suspension of magt 
Bottles of 12 filuidounces; Tablets, 0.4 Gm., Bottles of 100. 
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WiuiaM H. Rorer, INc., Philadelphia 44, Pennsylvania 


lumi hydroxide gel; 


Coincident with the reductions in mor- 
tality during the present century, the 
chances of survival from birth to the 
adult ages have increased markedly. Ac- 
cording to mortality conditions in 1900- 
02, 24 per cent of newborn white males 
and 21 per cent of the white females 
failed to survive to their 20th birthday; 
currently, only 3 or 4 per cent are likely 
to die before that age. 

The success achieved in preventing 
premature death has also greatly im- 
proved the outlook for survival through 
the productive years of life. The chances 
that a white man will survive from age 
20 to age 65 have increased from 514 
per 1,000 in 1900-02 to 686 per 1,000 in 
1955. Although the gains decrease pro- 
gressively with advance in age, more 
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than three fourths of those who now 
attain age 50 can expect to reach normal 
retirement age. 

The prospects of survival for females 
have improved so much that women now 
have better than four chances in five of 
living to see all their children reach ma- 
turity. In fact, survival to age 65 is 
more likely for women at age 20 than 
for men who have passed their 55th 
birthday. 

The expected lifetime beyond age 65 
has also been extended somewhat since 
1900. For white men, the chances of liv- 
ing an additional 10 years have increased 
from 545 per 1,000 to 605 per 1,000. 
Moreover, the expectation of life for 
men who attain age 75 is now fully eight 
years; for white women it is 9.2 years. 


The natural 
history of plague 


and _ psittacosis* 
The R. E. Dyer Lecture 


Karl F. Meyer, M.D.t 


The invitation to deliver the sixth R. 
E. Dyer Lecture is interpreted as an op- 
portunity to appraise the past, present, 
and future of bacteriology and epidemi- 
ology in their relation to medicine. As 
the investigator honored by these lec- 
tures has so eminently shown, the study 
of infectious diseases still promises ex- 
citing discoveries, despite the advances of 
recent decades. 

Immunization and antimicrobial therapy 
have certainly expanded man’s control 
over many infections. Few who have en- 
tered the fields of pathology and bacteri- 
ology 50 years ago could foresee the im- 
minent reduction in the number of deaths 
from diphtheria, pneumococcal pneumo- 
nia, streptococcal infections, yellow fever, 
typhus, and plague. One keeps in mind 
the intelligence and devotion of those 
whose work made this reduction possible. 
Some of their work was brilliant; much 
more of it was simply intelligent. It was 
all invariably persistent. 

The triumphant results of these efforts 
have led to the prevalent misapprehen- 
sion that no one should now die of or 
even suffer inconvenience from an infec- 
tion. The origin and consequences of this 
attitude are readily traceable from the 
success of chemotherapy of spirochetal 
and protozoan infection to the more dra- 
matic experiences with sulfonamides and 
antimicrobial drugs. In many cases, 
chemotherapy has unquestionably elimi- 
nated the infector from the infected, al- 
lowing the infected to survive where 
once he would have perished. If a meas- 
ure can preserve life, it may be unfair 
to point out its shortcomings, even its 
faults. 

To comprehend the whole nature of 
the relationships of the new chemothera- 
peutic agents, the micro-organisms, and 
the infected human being is not so sim- 
ple. Misleading simplifications abound in 
the minds of laymen and of physicians. 


Reprinted from Public Health Reports, Au- 
gust 1957. 

+Dr. Meyer is director emeritus of the 
George Williams Hooper Foundation, Univer- 
sity of California Medical Center, San -Fran- 
cisco, and professor emeritus of experimental 
pathology at the university. He joined the 
staff of the Hooper Foundation in 1915 and 
was its director from 1924 until his retire- 
ment in 1954. Dr. Meyer’s work in bacteri- 
ology and pathology has merited him many 
honors. Three times he has been given the 
degree of doctor of medicine honoris causa. 
Among his other awards are the Sedgwick 
Memorial Medal of the American Public Health 
Association, an Albert Lasker Award, and the 
Walter Reed Medal for distinguished service 
to tropical medicine. He delivered the sixth 
R. E. Dyer Lecture on February 19, 1957, at 
= National Institutes of Health, Public Health 
ervice. 
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But among microbiologists there is still 
much conjecture about the mode of ac- 
tion of these drugs. 

The exceptional nature of the host- 
drug-parasite relationship is not always 
understood. Infectious agents do not 
characteristically submit to unconditional 
surrender. Throwing great quantities of 
every drug against every infection will 
insure only a steady decrease of satisfac- 
tory responses and a steady increase in 
toxic reactions, sensitized patients, and 
resistant bacteria. It is now fairly well 
understood that insufficient amounts of 
the drugs may allow bacteria to survive 
treatment and that later the bacteria may 
multiply and cause a relapse. But it is 
not always understood that the organisms 
may not be easily reached by the drug 
and may therefore not be subjected te its 
adverse effects. Adequate elimination of 
the organisms may depend on continued 
administration of powerful drugs in large 
doses or on combined chemotherapy. 

Use of the antimicrobials is not with- 
out dangers. To overlook or even deny 
the toxicity of some of the drugs leads 
to carelessness, misplaced enthusiasm, 
inevitable disappointment, and abuse of 
a useful tool. In order to use the extraor- 
dinary powers of the drugs to greatest 
advantage, one must recognize that some 
of the drugs are toxic, that they may 
lose their effect, and that they may even 
do harm unless those who administer 
them have a thorough understanding of 
bacteriology. 

The dramatic early results of chemo- 
therapy were not matters of chance. 
Fundamental research in bacteriology 
made the miracles possible, and day-to- 
day study has been necessary to keep 
them miraculous. When the new drugs 
were scarce, each patient to be treated 
was chosen with care and treatment was 
carefully controlled. This is an important 
reason why failures were few. Knowl- 
edge and understanding of the natural 
history and pathogenesis of infections 
must correct some of the grosser mis- 
takes now being made. Adequately trained 
workers in good laboratories open to 
physicians in hospitals, in public health 
agencies, and in private practice are and 
will continue to be needed. 

Other factors refute the prevailing 
view that infectious diseases have been 
conquered. These diseases have been sig- 
nificant through centuries, and they will 
continue to be so. The human race is 
condemned to coexistence with parasites. 
If they are underestimated they may re- 
gain their lost ground. The advances 
called to mind by the names Jenner, Pas- 
teur, Lister, Koch, Roux, and Theobald 
Smith have altered the course of the in- 
fectious diseases quantitatively with re- 
spect to location and time. But the sup- 
pression of certain epidemic diseases in 
relatively small areas has in no way in- 
fluenced parasitism in general. The ever- 
lasting question, what forces create, 
maintain, and suppress epidemic diseases 
of man and animals? has never been 
fully answered. 

From 1857 on, the work of Pasteur 
and those who followed him turned 
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bacteriology from a conjectural into a 
scientific discipline. The impact on medi- 
cine was immediate, and it was with few 
exceptions one sided. The pathologist ana- 
lyzed the gross and microscopic changes 
in the cadaver and interpreted these end 
results of the infection. The study of the 
causative agents as living creatures, 
rather than the disease process itself, 
created the field of microbiology, a field 
already so broad that no single scientist 
can hope to deal with it competently. 
Experimental methods have brought bac- 
teriology and pathology together. This 


left another area to be explored by the 
epidemiologist. Field investigations, clini- 
cal records, and laboratory researches on 
individual patients were correlated in an 


effort to understand the mass phenome- 
non of infection and disease manifested 
in epidemics. The development of meth- 
ods of investigating epidemics has made 
it possible to analyze newly discovered 
infections more efficaciously. 

Initially, epidemiology was concerned 
with learning what maintained epidemic 
diseases. Medical bacteriology, fascinated 
by the rich rewards granted the unilat- 
eral search for new causes, at first failed 
to realize that infectious diseases are bio- 
logical manifestations of parasitism. By 
placing the parasite in the foreground of 
the inquiry and by failing to consider as 
equally important the receptivity of the 
host to the parasite, the pioneers re- 
mained unaware of the full natural his- 
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tory of infection. Once it was recognized 
that most infectious diseases are charac- 
teristically asymptomatic, the strictly 
utilitarian concepts changed. 

Today, the epidemiologist is less con- 
cerned with etiological specificity than 
with reactions between the infector and 
the infected. Study of the prime incitant 
of disease and tracing it to its natural 
environment share importance with ap- 
praisal of the spectrum-like individual, 
clinical, and immune variations within an 
infected group. Furthermore, the epi- 
demiologist recognizes that knowledge of 
an infection in an individual patient is 
basic to comprehension of an epidemic. 
The broad field inquiries and experimen- 
tal studies of the biology of infections 
indicate that the tragedy of individual 
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events and the course of an epidemic are 
ultimately conditioned by innumerable 
variables in the constitution of the host 
and in the characteristics of the parasite. 
Study of both components of an infec- 
tion must continue. 

From this point of view, the contribu- 
tions, even with respect to the parasite, 
which is more accessible to study than 
the host, seem modest. Bacteria and 
probably viruses are infinitely adaptable 
and versatile. Studies of bacteria and 
viruses have increased knowledge of 
their anatomy and physiology to the ex- 
tent that the subject of bacterial heredity 
is topical. When it is argued whether 
bacteria have nuclei or reproduce sex- 
ually, difficulties arise about the precise 
use of these terms. This is not the place 


to enter into this controversy, but it can 
be said that bacteria contain material 
chemically akin to the constituents of the 
nuclei of plant or animal cells. This ma- 
terial is partitioned among the dividing 
bacterial cells, but, more important, iden- 
tifiable components of one bacterium can 
be assimilated by another and transmitted 
to the descendants of that other, pro- 
ducing a race with a structure and prop- 
erties different from those of the parent 
organism. These facts are in full har- 
mony with what has long been known: 
Bacteria vary and mutate. 

Successive generations of bacteria may 
differ fundamentally from those that 
preceded them, and the physical and 
chemical effects expressed as virulence 
produced by a bacterial population, even 
in a defined environment, cannot neces- 
sarily be predicted on the basis of previ- 
ous experience. This fact may be irri- 
tating to the pure scientist who has 
studied bacterial chemistry. He does not 
know what to make of fugitive micro- 
organisms that differ from one another 
even when they originate from a single 
cell in a chemically defined medium. Al- 
lowing for variation, mutation, such 
sexual activities as transduction and 
transformation, and the appearance of a 
new generation every 20 to 30 minutes, 
change in infectious agents in so incon- 
stant an environment as man and animals 
should surprise no one. But physicians 
and patients are bewildered about why 
epidemics wax and wane, and about why 
this person is stricken and his neighbor 
is not. 

No one can say whether knowledge of 
present epidemics can be used to explain 
the ebb and flow of past epidemics. 
Changes in the state and circumstances 
of the host alone certainly cannot explain 
the great cyclic variations in virulence 
over the centuries. Mutation of the para- 
site as conceived in very general terms 
is, at least in the modern view, a decisive 
factor. Mutation of the parasite toward 
greater invasiveness and virulence along 
with favorable conditions in the host 
opens the way to rapid proliferation and 
transfer for a time. But as the host is 
reduced in number, the parasite tends to 
be subdued because its field of action is 
narrowed. Natural selection apparently 
acts in favor of a more balanced rela- 
tionship in which host and parasite sur- 
vive with minor damage to either. The 
epidemic explosive phase is relatively 
short; the stabilized endemic, symptom- 
less phase, relatively long. This may or 
may not explain fluctuations in epidemic 
patterns. Since infection is a natural 
phenomenon, infectious agents are likely 
to take new forms, and milder or deadlier 
infections may arise from the usual 
pathogenic agents or from nature’s vast 
reservoir of feebly pathogenic or non- 
pathogenic creatures. 

Infections do cross into regions where 
they were previously unknown, and they 
also may exist in unexplored areas. 
Man’s entrance into uninhabited terri- 
tories in quest of natural resources or 
land for agricultural development has 
led to the discovery of natural foci of 
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zoonoses transmissible to man. These re- 
main unrecognized until human beings 
come in contact with them. They con- 
stitute a potential danger, and their ex- 
istence and localization should be an- 
ticipated. 

How can a thoughtful student accept 
the view that the infectious diseases are 
losing their importance and that they 
will probably be conquered within a 
decade? Bacteriology and virology, with 
their important components microbiology 
and immunology, as cornerstones of epi- 
demiology have made great contributions 
to medicine, public health, and preventive 
medicine. There are still challenges to 
the younger generation to apply effec- 
tively what is already known and in an 
adventurous spirit to decline acceptance 
of all prevailing views and incline to 
exploration of the remaining unknown. It 
has always yielded to determined, quali- 
fied investigators. 

The laboratory worker observes that 
the number of specimens being received 
is growing and that the methods and 
the interpretation of results are becoming 
more complex. There is an unsatisfied 
need for diagnostic work and for the 
kind of assistance that can be furnished 
only by a qualified bacteriologist and 
epidemiologist receptive to problems in 
infectious diseases. 

It seems appropriate on this occasion 
to discuss the natural history of two in- 
fections on which the predecessor of the 
National Institutes of Health—the Hy- 
gienic Laboratory—did pioneer work in 
the United States. My friendship with 
Dr. Dyer stimulated my continuation of 
plague studies during the past 15 years. 
Earlier counsel of Dr. George McCoy led 
the way. And without the studies on 
psittacosis in 1930 by McCoy, R. D. 
Lillie, H. E. Hasseltine, V. M. Hoge, 
and others, and the encouragement of- 
fered by the late Surgeon General Hugh 
S. Cumming, it is doubtful whether so 
extensive an effort would have been made 
to solve problems in California. In ad- 
dition to the support given by the officers 
of the Public Health Service, perhaps 
sentimental ties with the country of my 
birth fostered my interest in these two 
infections. The cause of plague was first 
conclusively demonstrated by A. Yersin, 
a Swiss. Psittacosis was first described 
as a specific clinical entity by J. Ritter, 
another Swiss. 


Plague 


Black death claimed 14,000 inhabitants 
of the city of Basel between 1347 and 
1353 and left its mark on many perma- 
nent records. Historical documents, re- 
ligious ceremonies, and art treasures 
reminded later generations in that ancient 
city that plague was its worst visitation, 
surpassing war and famine in its impact. 
Family chronicles described the scourge 
and listed the medicaments that the head 
physician of the city hospital compounded 
by mixing 23 different herbs into what 
was called aqua theriacalis. This I well 
remember because translation of one of 
these documents from Latin into German 
was one of my assignments in the gym- 
nasium in Basel. 
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At the time of that translation, the 
cause of plague had just been discovered, 
and the infection was embarking on its 
pandemic march out of Hong Kong. 
Perhaps nothing among the reminders 
left a greater imprint on my mind than 
a canvas by Boecklin, the famous Swiss 
painter, shown in the Basel gallery in 
1897. Here the horrible feeling of the 
epidemic is conveyed by grotesque, tri- 
umphant Death, astride a monster, hur- 
tling through a street. 

While a graduate student at the In- 
stitute for Infectious Diseases in Bern, 
I assisted in the active immunization of 
horses with virulent plague bacilli. This 
experience provided ample opportunity to 
become acquainted with the plague cell 
and with procedures for guarding against 
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infection. Efforts to develop a test on 
rats that would reveal the protective and, 
to a lesser degree, the curative properties 
of the unpurified antiplague horse serum 
were disappointing. 

Later, during a visit to Ann Arbor, 
Mich., Prof. F. G. Novy described the 
dramatic experiences in San Francisco in 
1901, where he had been a member of an 
expert commission on plague. Subse- 
quently, a worker in his laboratory had 
contracted pneumonic plague. From 1913 
on, I followed eagerly the plague investi- 
gations conducted by the Public Health 
Service first in California and later 
throughout the 15 Western States. Op- 
portunities for studying plague devel- 
oped slowly, but since 1920 the disease 
has been one of my main interests. 
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First 


EPIDEMICS IN CALIFORNIA 


The urban murine phase of plague in 
San Francisco, with at least 159 cases 
and 77 deaths, terminated in 1908, and 
the subsequently discovered reservoir in 
wild rodents of rural areas yielded few 
specimens for study. In fact, by 1914 
optimists contended that all discernible 
plague had been eradicated. But official 
records after 1915 continued to report 
that plague-infected squirrels were being 
found around the bay area. Human in- 
fections apparently did not occur, and 
for a time a feeling of security prevailed. 

Then, like a thunderbolt, rapidly fatal 
pneumonic plague struck in Oakland, 
between August 15 and September 11, 
1919. The circumstances of the outbreak, 
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in which 13 persons died, including 2 
physicians and 2 nurses, were described 
and interpreted by Force and Kelly (1). 
The first patient, who had secondary 
plague pneumonia after incision of a 
bubo in the right axilla, had hunted and 
shot squirrels in the Alameda foothills. 
The customary search for squirrels with 
gross anatomical lesions led to a small 
reservoir. 

It was necessary then to look into the 
intrinsic and extrinsic factors that con- 
ditioned the episode. 

With respect to the causative organ- 
ism, this outbreak was compared with 
the earlier devastating epidemic of pneu- 
monic plague in Manchuria. Because of 
the violence of both, it was thought that 


the plague bacillus involved differed from 
the ordinary strains, that it was specific, 
highly virulent, and pneumotropic. In 
both, lung lesions had been found in the 
responsible reservoir of wild rodents. It 
was believed that the respiratory infec- 
tion was a mixed infection. Carefully 
planned experiments later showed the 
oneness of the plague bacillus, irrespec- 
tive of host origin or symptoms. The 
strain isolated in the Oakland epidemic 
was not pneumotropic and differed neither 
biochemically nor serologically from the 
other continental strains. 

Influenza interjected further diagnos- 
tic doubt. This disease had not entirely 
disappeared in August 1919, and the 
cause of death of one plague victim had 
been reported to be influenzal pneu- 
monia. Methods of studying this virus 
had not then been developed, and the 
usual bacteriological tests on the lung 
specimen available did not answer the 
question. 

The extrinsic factors in the Oakland 
outbreak had to be reconstructed from 
data collected after the epidemic. The 
temperature had been around 60° to 
68° F. and the humidity low. Such cli- 
matic conditions would not favor the 
transfer of infected droplets carrying 
plague bacilli from one person to an- 
other, a fact suggesting that contact with 
the patients was probably close. 

The climate was similar during Octo- 
ber and November 1924 in another out- 
break, this time in Los Angeles. There 
were 40 cases—29 pneumonic, 3 tonsil- 
lar, and 8 bubonic—and 35 deaths. Ap- 
pearing in a few households, the infec- 
tion was carried by visiting relatives or 
friends to other households, and these 
then became subsidiary centers for 
spread. An autopsy was performed in 9 
of the 29 cases of pneumonic plague, 
and in 3 the evidence suggested contact 
infection through the oral or faucial mu- 
cosa. The significance of this type of 
infection was not known then. In 1926, 
Wu Lien-Teh reviewed 250 reported 
cases of pulmonary plague from various 
epidemics and mentioned tonsillar plague 
with primary cervical buboes in only 3 
cases (2). 

The epidemiology of the Los Angeles 
outbreak has never been critically ana- 
lyzed, nor has an epidemiological report 
of it ever been published. On epidemio- 
logical grounds it is believed that sec- 
ondary pulmonary invasion developing 
from bubonic plague of rat flea origin 
started the epidemic. The recrudescence 
of rat plague in that area was a great 
surprise. Surveys begun in 1908, when 
an infected squirrel caused a human in- 
fection, and carried through until 1915 
had revealed no infected rodents. Two 
possible sources of the infection in Los 
Angeles rats in 1924 were investigated: 
(a) infection in rats brought in from 
foreign ports through San Pedro, the 
port of Los Angeles, and (b) infection 
in ground squirrels in the area. 

The first possibility was dismissed be- 
cause plague-infected rats could not be 
located in the port. The second possibil- 
ity seemed to fit the circumstances. The 
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rats in that area did have contact with 
squirrels; infected squirrels were found 
in the urban section of the city; and 
squirrel fleas were found on the rats. 
The interchange of fleas between wild 
rodents and commensal rats had been re- 
corded earlier (3-5) and has been ob- 
served since (6). 


WILD RODENT RESERVOIRS 


An ecologic study in 1946 on a ranch 
near Santa Paula, roughly 50 miles 
northwest of Los Angeles, established 
for the first time the simultaneous oc- 
currence of plague in rats, ground squir- 
rels, a cottontail rabbit, and their ecto- 
parasites (7). One-fourth of the fleas 
taken from the rats were ground squirrel 
fleas carrying Pasteurella pestis. Plague 
was probably also transmitted from wild 
to commensal rodents in the rat epizootic 
in Tacoma, Wash., in 1942 and 1943. 

Interestingly, rat plague has never 
been recorded iniand in the western 
States. Not only are there fewer rats 
inland, but also there is no evidence that 
ectoparasites from other wild rodent res- 
ervoirs are transferred to the rat. 

Recurrence of plague in commensal 
rats in countries where the principal 
natural reservoirs are squirrels and ger- 
bils without notable repercussions in 
nearby human populations has not been 
adequately explained. The idea that com- 
mensal rats are the sole reservoir was 
based on observations that without ex- 
ception domestic rats and the classic 
plague-bearing flea were abundant where 
bubonic plague was epidemic. Whether 
this combination is responsible for epi- 
demics in India, Madagascar, Egypt, 
Senegal, Peru, Brazil, and elsewhere 
now requires thorough reevaluation. 

As late as 1940, investigators familiar 
with plague in South America believed 
that natural infection of wild rodents 
was confined to Argentina. Then wild 
rodent foci were found in Venezuela, 
Bolivia, Peru, and Ecuador (8, 9, and 
personal communications from Macchia- 
vello). At first the investigators believed 
that the infection was not entrenched in 
smoldering wild rodent foci, but more 
recent observations indicate that it is. 

In the brilliant investigation of the 
epidemiology of plague in Kurdistan 
Province in Iran, Baltazard and his as- 
sociates discovered two pockets in which 
the reservoir included three species of 
sand rats (10). These rats were the 
most numerous rodents near the foci 
where there had been two explosive out- 
breaks of pneumonic plague. Since some 
of these rats were resistant to plague, 
they would not be likely to be wiped out 
by epizootics, but they could serve as 
reservoirs of enzootic plague. It is be- 
coming apparent that the highly suscep- 
tible rodents, such as the marmot, the 
squirrel, and the rat, are not the per- 
manent reservoirs of the plague bacillus. 
In his picturesque description, Baltazard 
states that if the rat has made the for- 
tune of plague, it is not the original, 
probably not even the actual, proprietor 
of the disease, but only the dissemin- 
ator. 
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It was once assumed that whenever a 
parasite brings about its host’s death in 
a short time, the host is not the natural 
one or that it is a natural one in some 
unnatural environment. Now Baltazard’s 
findings suggest that that concept may 
have to be modified: In Kurdistan some 
sand rats were quite resistant while 
others were highly susceptible to plague. 
Only analysis of the chromosomes, not 
of gross zoological characteristics, would 
permit the necessary distinction in sus- 
ceptibility. As Baltazard has pointed out 
(in a personal communication), it now 
seems that maintenance of plague in 
focal areas requires resistant wild ro- 
dents capable of surviving the epizootics 
and thus of perpetuating the infection, 
as well as susceptible species capable of 
rekindling the infection. The ecologic 


factors in the focal habitual niches filled 
with hosts, parasites, and vectors are 
obviously far more complex than they 
were once thought to be. 

Influenced by the work of Baltazard, 
other workers have proceeded to find 
centers of wild rodent plague in Kenya, 
central Africa, and the United Provinces 
(Uttar Pradesh) in India. Heisch, while 
studying plague near Rongai in the Rift 
Valley of Kenya, found a focus in three 
different species of wild mice in a cer- 
tain field (11). P. pestis was isolated 
from these rodents long after the wide- 
spread epizootic had died down and the 
animals in adjacent fields were proved by 
animal tests to be free from infection. 
After the field was ploughed up, infected 
rodents could no longer be found, but 
“permanent foci” persisted in the escarp- 
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ments where rodent burrows were rela- 
tively undisturbed. The ecologically un- 
stable plains are ideal for dissemination 
of P. pestis when conditions are suitable, 
but the infection retreats to the foothills 
between epizootics among the highly sus- 
ceptible domestic rats. 

According to studies supervised by 
Baltazard at the recommendation of the 
Expert Committee on Plague of the 
World Health Organization, the ende- 
micity of plague in India is similar to 
that in Kurdistan, Kenya, and other 
parts of the worid. It is due to an effec- 
tive disease reservoir, not in rats, but in 
certain wild rodents, in particular in 
bandicoots (Tatera indica). 

The geographic origin of plague has 
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given rise to much speculation and much 
argument, and it has been hoped that 
bacteriology would eventually settle the 
issues. The glycerol reaction of a large 
collection of P. pestis strains has 
recently been restudied, and some inter- 
esting differences have been observed. 
The glycerol-positive strains, designated 
continental, are perpetuated in wild ro- 
dents in the old pestilence centers: south- 


east Russia, central Asia, Mongolia, 
Manchuria, Transbaikalia, and central 
Africa. The strains that apparently 


originated in the pandemic in Yunnan, 
China, in 1894 are glycerol negative and 
have been designated oceanic. These have 
been found in Kenya and in certain parts 
of the United States. One would expect 


the strains in the ports of Texas to be 
the pandemic glycerol-negative strains, 
but 3 of 29 strains isolated there from 
rats and 2 from patients were glycerol 
positive. Whether the glycerol reaction 
solves the nosographical problems is a 
question to be answered by further crit- 
ical studies and interpretations. 


PATHOGENESIS OF THE INFECTION 

Nothing can happen in an epizootic or 
an epidemic that has not already been 
founded in a single infection. It is al- 
ways important to understand the patho- 
genesis of bubonic, or zootic, and pul- 
monary, or demic, plague in experimen- 
tal models, usually the mouse or the 
guinea pig. The pathogenesis of the in- 
fection after the introduction of P. pestis 
through the bite of a blocked infectious 
flea can be readily followed in these ani- 
mals. It follows a standard pattern: af- 
ferent lymphatics to regional lymph 
nodes, to efferent lymphatics, to thoracic 
duct, to blood stream, to liver and spleen. 
When the bacteria multiply to such an 
extent that the liver and spleen can no 
longer filter them out, they appear again 
in the circulating blood. Active multipli- 
cation of P. pestis in the bloodstream, so 
essential to infection of the flea, is al- 
ways terminal. 

In this connection, the nature of septi- 
cemic plague should be clarified. As com- 
monly defined, septicemic plague is a 
form of the disease in which, owing to 
the magnitude of the infection or to the 
low resistance of the host, the regional 
lymph nodes are overrun and the blood 
stream is immediately invaded. Because 
the infection is progressing so rapidly, 
the reactions taking place in the lymph 
nodes are overshadowed by the general 
condition of the patient or animal. What 
is considered primary septicemic plague 
is really bubonic plague in which the 
buboes are inconspicuous. 

For these reasons it seems preferable 
to distinguish between two main types 
of human plague: the primary bubonic, 
or zootic, form and the primary pul- 
monary, or demic, form. 

The spread of the infection in the im- 
munized animal is similar to that in the 
unimmunized animal, differing from it 
only quantitatively. The organisms reach 
the bloodstream early, but they are des- 
troyed so effectively that only isolation 
of the bacilli from the bone marrow 
testifies to the transient hematogenous 
spread. The marked lung involvement 
regularly found in the absence of spleen 
or liver lesions in partly resistant or im- 
mune animals and in man dying after 
prolonged illness has not been satisfac- 
torily explained. 

This lacuna in our knowledge should 
be filled. Secondary lung involvement 
leads to cough and copious expectoration 
and often to pneumonic plague epidemics. 
Without knowing exactly what the mech- 
anism is, one has to depend on epidemio- 
logical observations. Travelers who fall 
ill with bubonic plague before leaving 
an infected locality or en route there- 
from are particularly prone to secondary 
lung involvement. Muscle efforts made 
by such people may cause detachment of 
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Excessive postpartum bleeding and uterine bleeding 
Thoracic surgery 

Plastic surgery 


ALSO: 

Idiopathic purpura 
Epistaxis 

Retinal hemorrhage 
Hematuria 
Hemoptysis 

Familial telangiectasia 
Pulmonary bleeding 
Metrorrhagia and 
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One of the many uses of 


SALICYLATE 


Adrenosem Salicylate is useful in every operative proce- 
dure where bleeding and oozing are problems. This hemostatic 
agent controls blood loss by maintaining normal capillary 
permeability and by promoting the retraction of severed 
capillary ends. 

One clinician states: ““At the recommended dosage levels 
there are no contraindications. Patients treated for more than 
two years show no toxic effects attributable to the drug.””! 


Adrenosem Salicylate is supplied in 


Ampuls 
Tablets 
and as a Syrup 
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Vaginal hysterectomy. 


Vaginal hysterectomy. 
With Adrenosem. Note dry field. 


Without Adrenosem. Note bloody field. 
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infected thrombi trom blood vessels 
around the buboes and may lead to lung 
embolism. Malnutrition and such extrin- 
sic factors as cold and rainy weather 
may all contribute to impairment of re- 
sistance. Guinea pigs or squirrels surviv- 
ing acute experimental plague for at 
least 6 to 10 days invariably have exten- 
sive secondary lung involvement. 

At first it was believed that circulat- 
ing toxin reduces the resistance of the 
lung tissue, just as staphylococcal toxin 
does (12). But guinea pigs and squirrels 
are quite resistant to the toxin. Mice 
and rats rarely have secondary pul- 
monary plague lesions. It is unlikely that 
the scattered foci of necrosis result 
solely from lowered resistance induced 
by toxin. Their location beneath the 
pleura suggests that they are initiated 
by bacterial emboli arrested in the arte- 
rioles and capillaries. In partially immune 
guinea pigs and naturally resistant ground 
squirrels, rapid mobilization of aggluti- 
nins favors embolus formation; agglu- 
tination promotes clumping of plague 
bacilli in the vascular beds. It is always 
striking that in the animals with second- 
ary lung involvement the spleen and liver 
are singularly free from necrosis. Why 
neither the microphage nor the lymphoid- 
macrophage defense system is function- 
ing effectively in the lung while it oper- 
ates in the spleen and liver remains un- 
answered. 

Discussion of secondary pulmonary 
plague recalls observations in the Los 
Angeles epidemics. Three plague infec- 
tions described as tonsillar by experi- 
enced pathologists, Dr. George D. Maner 
and Dr. Lawrence Parsons, aroused no 
particular interest at the time because 
in the days of the Anglo-Indian Commis- 
sion, in 1898 and 1899, it had been made 
clear that the plague bacillus can enter 
the host by channels other than the skin. 
An opportunity to investigate the portal 
of entry in tonsillar infection came quite 
accidentally. 


TRANSMISSION OF PNEUMONIC 
PLAGUE 


During studies on immunization of mon- 
keys against pulmonary plague, healthy 
animals were exposed to cage mates with 
frank primary pneumonic plague in or- 
der to learn something about the contag- 
iousness of the disease. A monkey (Ma- 
caca mulatta) infected by the intratrach- 
eal route and reacting with fever and 
definite roentgenologic evidence of pneu- 
monia was placed in a cage with a healthy 
monkey. To learn whether P. pestis was 
being exhaled from the nasal passages of 
the infected animal, blood plates were 
held before its nose for % to 2 minutes 
at the time the healthy animal was put in 
the cage. In this interval, from 2 to 66 
organisms were exhaled onto the plates. 
The healthy monkeys were left in the 
cages until the infected ones died: for 
from 2 to 72 hours. Of the 18 exposed, 9 
contracted septicemic and 3 bubonic in- 
fection. 

The procedure was then refined by 
confining the 2 monkeys in a large cage 
divided into 2 separate compartments by 
a coarse wire barrier. Bodily contact was 
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thus eliminated, and a situation was cre- 
ated in which any exchange of P. pestis 
was through airborne droplets alone. Of 
the 8 exposed in this manner, 4 con- 
tracted septicemic infection. 

Clinical and X-ray examinations and 
blood cultures demonstrated that pri- 
mates exposed, with or without body 
contact, to cage mates suffering from 
primary pulmonary plague may contract 
plague and die. The rapidity of the 
course of the infection, the negative X- 
ray findings, and the early positive blood 
cultures in 13 of 16 successful transmis- 
sions left no doubt that the exposed ani- 
mals died of “septicemic” plague. There 
was very little visible involvement of the 
lymph nodes. Systematic autopsies con- 
firmed the clinical findings, but careful 


dissections invariably showed that the 
superficial and deep cervical lymph nodes 
were slightly enlarged, hemorrhagic, and 
imbedded in edema. The lungs showed no 
consolidation; congestion and edema were 
at first glance interpreted as patches of 
pneumonia. Only 3 of the 26 exposed 
monkeys had pulmonary plague in the 
form of lobular foci extending to lobar 
involvement. Two of the animals with 
septicemic plague and no involvement of 
the lungs had ulcerations in the stomach 
and jejunum and buboes in the adjacent 
lymph _ nodes. 

The gross anatomical lesions of the 
lymph nodes incriminated the upper part 
of the respiratory tract as the portal of 
entry of the plague bacillus, but gener- 
ally there were no characteristic changes 
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prevent infection even in the presence 
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of the oral or faucial mucosa. Some con- 
gestion and swelling of the tonsillar re- 
gion were noted in some animals. Ex- 
amination of serial sections of the en- 
tire nasopharynx of six animals disclosed 
that the lymphatic tissues forming the 
ring of Waldeyer surrounding the oro- 
pharynx were the likely portal of entry 
of the organisms. Enormous masses of 
plague bacilli were embedded in the se- 
verely altered lymphoid tissue on one 
side, rarely on both sides, of the tonsil- 
lar sinus. The so-called tonsillar lymph 
nodes adjacent to the diseased lymphoid 
tissue invariably had the characteristics 
of primary plague buboes. As a rule, 
the palatine and faucial tonsils were not 
markedly involved. Clumps of plague 
bacilli were numerous and_ scattered 
through the epithelial layers of the 
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pharynx. It 1s not unlikely that swallow- 
ing these clumps of bacilli led to the 
gastrointestinal lesions. 

Two observations from these studies 
are of particular significance: Plague 
was transmitted through infectious drop- 
lets from primates with pulmonary 
plague; the apparent septicemic plague 
was bubonic tonsillar plague with cervi- 
cal buboes. Most epidemiologists have 
believed that primary pulmonary plague 
is caused by an infection entering through 
the deeper portions of the respiratory 
tract, but a few, especially Kulescha 
(13), have considered the possibility 
that the organisms enter through the 
tonsils or other parts of the upper part 
of the respiratory tract and are then 
carried to the lungs by the blood stream. 
This idea was dismissed at one time with 


the statement that experimental observa- 
tions did not support it. 

Recent experiments by Druett and his 
associates (14) in which infection was 
introduced by means of bacterial clouds 
are most instructive. Two forms of 
plague, both originating in the respira- 
tory tract of the guinea pig, developed, 
the form depending on the size of the 
particle conveying P. pestis to the host. 


- Particles no larger than 1 micron ini- 


tiated a bronchopneumonia that termin- 
ated in septicemia and death. Larger 
particles, 12 microns in diameter, de- 
posited in the region of the head pen- 
etrated local epithelium and through the 
afferent lymphatics led to septicemia 
much earlier than occurs with organisms 
deposited on the bronchial or alveolar 
wall. 

The monkeys infected by their sick 
cage mates suffered from the form of 
disease found in animals exposed to large- 
particle clouds, namely, septicemia aris- 
ing from a primary focus of infection 
in the cervical lymph nodes with infarc- 
tion, but no pneumonia. Attempts to 
establish an epizootic by cross-respiratory 
infection were abortive, probably  be- 
cause of the nature of the disease 
developing in the first cross infection. 

Thus certain epidemiological observa- 
tions are now partly clarified. What has 
been seen in man has been reproduced in 
animals. 


CHEMOTHERAPY 


The value of the antimicrobial drugs 
in treatment of plague has been soundly 
documented (15). In fact, one is justified 
in stating that it should be possible to 
cure any plague infection without com- 
plications if it is treated soon enough. 
Light and moderately severe bubonic 
plague infections have been cured in In- 
dia with sulfathiazole, sulfadiazine, and 
sulfamerazine. The most spectacular ef- 
fect of antiplague chemotherapy was 
that observed in Madagascar where pneu- 
monic plague was treated with strepto- 
mycin, chloramphenicol, and tetracycline 
drugs (16). The overall curative effects 
were so impressive that failures in treat- 
ment, particularly in modern hospitals, 
were not anticipated. 

A recent experience with a patient 
suffering from bubonic plague clearly 
teaches, however, that there was still 
something to be learned. The patient had 
hunted in an area where a wild-rodent 
epizootic had been in progress. A plague 
pustule developed on his right ankle, and 
a corresponding inguinal bubo appeared. 
Other symptoms arose on the third day 
after exposure. He was then treated with 
penicillin, and the diagnosis was estab- 
lished and bacteriologically proved by 
lymph node puncture and blood culture 
on the fourth day after onset. Treatment 
consisted of administration of 2 gm. of 
streptomycin and  dihydrostreptomycin, 
2 gm. of terramycin, 4 gm. of sulfadia- 
zine, and 600,000 units of penicillin every 
24 hours. One week after onset, 3 days 
after specific treatment had been insti- 
tuted, the patient died. The autopsy, con- 
ducted by two pathologists, one an ex- 
pert in plague, proved all the tissues to 
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be free from P. pestis; Candida albicans 
was present in the right and left lungs. 
Microscopic examination furnished evi- 
dence of activity of a potent toxin: 
edema of the myocardium, liver, and 
lungs, and nephrosis associated with 
hemorrhagic nephritis. It is well known, 
for instance, in diphtheria, that “serous 
inflammation” is entirely due to toxin of 
the causative organism. 

The investigator of experimental plague 
is continuously impressed with the fact 
that the most effective drugs may kil! 
the bacilli in the blood, liver, spleen, and 
bone marrow and reduce the number of 
viable bacilli in the focal lesions of the 
lymph nodes or lungs. Despite this re- 
markable therapeutic feat, however, the 
animals ultimately succumb, probably be- 
cause of the damage done by the plague 
toxin (15). During the chemotherapy 
studies in Madagascar, a patient with 
pulmonary plague was not treated until 
the 48th hour of disease and died after 40 
hours of therapy with chloramphenicol. 
At post mortem her tissues were free of 
P. pestis. and the death was ascribed to 
toxin. 

Efforts to understand this intoxication 
and its treatment have been only partly 
rewarding. Potent antiserums containing 
antibodies against both infection and 
toxin have ameliorated this damage in 
mice, but not in monkeys. In more recent 
preliminary studies on mice with the 
P. pestts strain isolated from the Cali- 
fornia patient, streptomycin was indeed 
highly bactericidal; in fact, this strain 
was more rapidly lyzed by a combination 
of streptomycin and penicillin than was 
the control strain. When treatment with 
doses comparable to those used on the 
patient was begun late in the infection, 
animals died even though their tissues 
were completely free of P. pestis. That 
the deaths were probably attributable 
to the toxin was indicated by the ob- 
servations that the effectiveness of the 
antimicrobial drugs was increased by 
from 15 to 50 percent when one dose of 
purely antitoxic serum was administered. 
This serum had a very high toxin- 
neutralization index and was completely 
devoid of demonstrable antibodies against 
infection. 


Some of the basic knowledge essen- 
tial to production of such an antiserum 
is available. Experiences in the United 
States with production of antiplague rab- 
bit gamma globulin can readily be used 
to manufacture the amounts that might 
be required as an adjunct in treatment 
of the relatively few cases recognized 
in enzootic foci. 


This leads back to some of the gen- 
eral thoughts expressed at the beginning 
of this lecture: Throwing great quanti- 
ties of every drug against every infec- 
tion without proper guidance by the 
laboratory will insure only the type of 
complications described here. As long as 
there are places where infections are 
spread to man, fundamental research in 
infectious diseases, efficient diagnostic 
services, and cooperation between the 
physician and the laboratory are essen- 
tial to advances. 
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Psittacosis 


It once would have been said with 
confidence that the largest reservoir of 
psittacosis is the wild psittacine birds of 
the tropics: Australia, New Zealand, 
Mexico, and South America. But the list 
of wild birds in which the infection has 
been found has lengthened almost every 
time the virus is sought, and the contin- 
uing revelation of ornithosis in domestic 
poultry—pigeons, chickens, ducks, and 
turkeys—raises the question of its origin. 
Right now it is impossible to fit the 
fragments of information together. The 
answers cannot be found in sample 
serum surveys or virus isolation studies 
carried out in a single group of wild 
birds in a small area in a single season. 


The stabilized association of birds with 
the basophilic elementary body psittacosis 
agent extends over such a wide geo- 
graphic area and involves so many spe- 
cies of birds that it is hard to imagine 
that it has existed only as long as it has 
been known. Maintenance and transfer 
of the virus is assured by the flocking 
and nesting of birds. Fulmars, petrels, 
domestic and wild pigeons, chickens, 
ducks, and turkeys, birds that congregate 
and nest together, are hosts of viruses 
related to, but immunologically distinct 
from, the psittacine serotypes. The virus 
is rarely if ever found in species of more 
solitary habits. Under ordinary circum- 
stances few birds die of the disease. 

All observations on psittacine infec- 
tions are consistent with the hypothesis 
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that low-grade psittacosis has been en- 
zootic for many years among Australian 
budgerigars, or shell parakeets, and 
among the more common wild South 
American and Australian parrots. Psitta- 
cosis was undoubtedly imported with the 
original breeding stock first into England 
and then into nearly every country of 
the world. The enzootic infection in 
parakeets bred in Europe and America 
in all probability derives from the nat- 
ural infection of the Australian budge- 
rigar from which these parakeets are 
descended. However, this does not neces- 
sarily mean that the virus did not exist 
elsewhere in the world at that time. 
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COURSE OF THE INFECTION IN BIRDS 

The course of the infection in the 
wild bird population has not been studied 
extensively. This focus has rarely given 
rise to known human infections; man 
does not ordinarily associate with wild 
birds closely enough to endanger his 
health. It is necessary to resort to anal- 
ogy to describe what may be the natural 
course. Under stress of egg laying and 
hatching, the hen with latent infection 
excretes virus through the alimentary 
canal. Susceptible nestlings contract the 
infection; most of them recover and some 
become carriers. It seems likely, too, 
that the virus goes through periodic 


phases of increased virulence, and if an 
adequate number of birds is susceptible, 
an epizootic may result. The uncertain- 
ties of an outdoor climate may contrib- 
ute to spread of the infection. This leaves 
unexplained the occurrence of the infec- 
tion in widely separated areas in birds 
that do not migrate. It may be found 
eventually that the virus is not so exotic 


_or so tropical as it once seemed. 


It is not surprising that the best known 
segment of the natural history of psitta- 
cosis is the infection in an unnatural 
niche: the parakeet-breeding aviary. 
When the parakeet is bred and raised 
in captivity in large numbers under con- 
ditions that differ radically from those 
of the Australian bush, the host-parasite 
relationship undergoes some changes. The 
parasite itself apparently behaves differ- 
ently. The virus strains isolated from 
acutely infected cage birds have been 
distinctly more virulent than most iso- 
lates from acutely infected Australian 
parakeets. Occasionally, epizootics have 
killed 5 to 10 percent, sometimes an even 
higher proportion, of flocks in aviaries 
or pet shops. 

During the acute infection the organ- 
ism abounds in the diarrheal droppings 
and nasal secretions, and through these 
the parasite is conveyed to young birds. 
Some latently infected hens under stress 
of egg laying and hatching have excreted 
the virus more frequently and _ possibly 
in higher concentration than have latently 
infected hens not under this stress. Birds 
less than 6 months old are then the 
likely victims of the disease. The greater 
susceptibility of immature parakeets un- 
der experimental conditions and in avi- 
aries is conclusively proved. The out- 
come of the infection in some maturing 
birds is asymptomatic infection grossly 
evident only in an enlarged infected 
spleen. This enlargement probably indi- 
cates that the parakeets have been in- 
fected but have suppressed or completely 
eliminated the infector. The latent in- 
fection rates have ranged from 5 to 80 
percent in aviaries and pet shops. 


FACTORS IN RESISTANCE 


Resistance is an important factor in 
the natural history of psittacosis, and 
most of what is known of it has been 
learned through experimental studies and 
observations on the course of the infec- 
tion in aviaries. Here again no single 
factor can be given credit; heredity, 
age, and previous infection all partici- 
pate. 


Certain birds have an innate resistance 
to psittacosis and do not become infected. 
The proportion of naturally immune 
birds varies from flock to flock. It may 
be low, for example, in parakeet-breed- 
ing flocks that are being inbred for cer- 
tain feather coloring. 

Age seems to condition resistance to 
some extent. Liability to fatal infection 
declines with age, but susceptibility re- 
mains fairly constant. Highly toxic iso- 
lates induce symptoms in only a few 
adult parakeets; less toxic ones induce 
only transient symptoms or latent infec- 
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tion. Within 30 days about 25 percent of 
infected adult birds have eliminated the 
invading parasite from their tissues. 


In the early days, when symptomatic 
disease was the only criterion of infec- 
tion, it was thought that parakeets that 
had been experimentally infected and had 
then recovered had a strong immunity to 
infection. This is supported by the ap- 
parent immunity of a large proportion of 
the adult population of aviaries in en- 
demic areas. It is further supported by 
the high susceptibility of flocks that have 
been successfully kept infection free and 
by the resistance of treated birds a month 
after artificial infection. Accidental in- 
troduction of infected birds into aviaries, 
cages, or zoological gardens may be fol- 
lowed by fatal, but more frequently by 
latent, infections. How long the resist- 
ance manifested in a small group of 
treated birds would persist one cannot 
say. Infection unquestionably does pro- 
voke immunity; there is a specific ac- 
quired antigen-antibody immunity. It is 
the duration of the immunity that va- 
ries from bird to bird. 

And the effectiveness of any of these 
factors varies according to the vigor of 
the infector. 


CONTROL METHODS 


When latent infection becomes epizo- 
otic in an aviary, usually some departure 
from good husbandry and cage hygiene 
has taken place. Formerly, only destruc- 
tion of diseased birds brought the epizo- 
otics under control. A great deal can be 
said in favor of attempting to control 
the disease, despite its infrequent occur- 
rence in man, and with the knowledge 
available it should be possible to elimin- 
ate the infection from aviary breeding 
stock. Until this major undertaking can 
be achieved, the proper handling of ship- 
ments and distribution of birds in the 
retail trade would reduce and possibly 
eliminate some major sources of human 
psittacosis. Chemotherapy will serve as 
one of the most effective instruments. 

That drugs inhibit multiplication of 
large viruses of the psittacosis-lympho- 
granuloma venereum group was first 
demonstrated with the lymphogranuloma 
venereum virus and the sulfonamides 
(17). Not all strains are equally sensi- 
tive, and it is the exceptional strain of 
the psittacosis agent that is susceptible. 
Aureomycin and terramycin are effective 
against the psittacosis virus because they 
prevent initial-body formation and almost 
completely inhibit growth, but they do 
not destroy the virus. Since 1950 the 
curative effect of these antibiotic drugs 
has been well established. 

If adequate amounts of the drugs are 
given for an adequate time, at least 10 
days, the mortality rate is less than 1 
percent. If the disease is not treated, the 
rate is 20 to 40 percent. The lifesaving 
ability of the tetracycline drugs is spec- 
tacular in comparison with that of peni- 
cillin (18). The difference can be readily 
explained. Penicillin arrests cell division, 
but the organisms continue to grow and 
abnormally large forms develop (19, 20). 
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The effect of the tetracycline compounds 
is more profound, for it includes inhibi- 
tion of growth. 

In large-scale field trials acute infec- 
tions have been suppressed within 4 to 
8 days, and 98 to 100 percent of latent 
infections have been cured with daily 
doses of 1.0 to 1.5 mg. of oxytetracy- 
cline, chlortetracycline, or tetracyciine 
(a total of 15 to 30 mg. per bird). In- 
tramuscular administration of the anti- 
microbial drugs is laborious and, if car- 
ried out on infected birds, exposes the 
injector to the risk of infection. The 
successful impregnation of hulled millet, 
sunflower seeds, or peanuts with tetra- 
cycline now allows administration of the 
drug in a uniformly acceptable and stable 


feed. This method is the most convenient 
way of suppressing the reservoir of hu- 
man infections. 

It must be remembered, however, that 
birds free from infection are still sus- 
ceptible. Offspring from an aviary stock 
free from psittacosis are highly suscep- 
tible to acute psittacosis, and the infec- 
tion, of course, may become latent. 
Treated flocks and their offspring must 
be protected against infection by chemo- 
therapy whenever exposure is suspected. 
A program aiming at the distribution of 
psittacosis-free birds, readily identifiable 
by characteristic leg bands, may be 
achieved if the bird-breeding and _ bird- 
distributing groups cooperate  whole- 
heartedly. 
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THE DISEASE IN NONPSITTACINE 
BIRDS 
With respect to psittacosis arising 
from non-psittacine birds, epidemiolog- 
ical histories invariably report that the 
patient handled sick or visibly diseased 
carcasses of birds or was exposed to a 
flock that at the time of exposure or 
shortly hefore contained sick birds. The 
pathogenicity and virulence of the strains 
isolated from pigeons, chickens, and 
ducks and from the patients who have 
contracted the infection from them have 
been low for mammals and highly sus- 
ceptible avian species. Most infections 
caused by these strains are inapparent. 
Despite the extent of the avian reservoir, 
the human infections are mild and in- 
frequent. Few of numerous attempts to 
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convert these distinct serotypes into more 
virulent strains by repeated passage 
through mice or ricebirds have been 
successful. 

In pigeon lofts and poultry yards ex- 
change of the parasite is similar to that 
in parakeet aviaries, but the balance is 
disturbed in favor of the parasite less 
frequently than it is among crowded 
cage birds in aviaries. It has occurred 
in young birds and in flocks that have 
been inadequately fed, poorly housed, or 
crowded (27). 

Now a new ecologic problem has 
arisen. Infections among poultry workers 
and rendering plant employees comprise 
398 (nearly a fourth) of the 1,687 hu- 
man psittacosis cases reported in the 
United States in the past 5 years. These 


have been due to exposure to anatomi- 
cally diseased poultry, principally tur- 
keys. Enough isolations have now been 
made from diseased and apparently 
healthy turkeys raised in different parts 
of the United States to warrant consid- 
eration of the ecology of this phase. 
Certain virus isolates from the fibrin- 
coated air sacs, peritoneal lining, pericar- 


_ dium, and blood of turkeys that had suc- 


cumbed to natural infection have been 
exceptionally virulent for mice and 
guinea pigs. Sometimes they have in- 
duced fatal infection within 48 hours, 
and when injected intravenously in the 
high dilution of 1:1,000, they have 
formed a highly potent toxin that kills 
white mice. Only 2 virus isolations have 
heen made in the 398 human cases. These 
were identical to the turkey strains in 
their intense virulence. In outbreaks in 
Texas, New Jersey, and Oregon highly 
virulent isolates from the viscera of 
poultry have been identical to those iso- 
lated from these two plant workers in 
Texas and Oregon. 

Random examination of spleens of ap- 
parently healthy turkeys not involved in 
human outbreaks in Texas, California, 
and Michigan have yielded seven iso- 
lates belonging to the psittacosis group. 
On primary isolation they were of low 
virulence for mice and guinea pigs. Two 
became virulent after repeated mouse 
passage, and in dilutions not exceeding 
10° they fatally infected mice. However, 
they retained their low toxicity and did 
not fatally infect guinea pigs. Despite 
numerous passages the remaining five 
isolates retained their low virulence for 
mammals. 

Several isolates were derived from a 
flock of turkeys in California in which 
mortality had not been undue. When the 
first part of the flock was processed, the 
hearts and livers of some birds were con- 
demned because they were visibly dis- 
eased. The remainder of the flock was 
serologically tested, and 83.5 percent 
were positive. Of 88 employees who had 
handled the diseased poultry, the serums 
of 3 gave complement fixation reactions 
indicative of previous exposure to agents 
of the psittacosis group. None of the em- 
ployees gave a history of illness. The 
serums of residents and employees on the 
turkey ranch where the infected flock 
was raised did not react in the comple- 
ment fixation test. 

This single observation does not jus- 
tify the conclusion that the turkey or- 
nithosis serotypes of low mammalian 
virulence are equally harmless to man. 

Results of indirect complement fixa- 
tion tests indicate that many flocks have 
been infected, but since the infections 
were mainly latent little is known of 
them. At this preliminary stage of the 
inquiries, it seems that natural infection 
of low virulence in turkeys resembles 
that in Australian parakeets and some 
pigeon flocks. The gross anatomical 
lesions observed in the processing of the 
flock of subclinically infected birds men- 
tioned above suggest that this strain was 
more virulent than the usual strains of 
low virulence. 


JournaAL A.O.A. 


| 
in | ENDO LABORATORIE 
; Richmond Hill 28, New York 
2,630,400 } BRAND OF Hom NE METH" 


There has been little opportunity to 
study the natural history of ornithosis 
in the turkey flocks responsible for the 
explosive outbreaks of human illness in 
processing plants. In only a few instances 
is there opportunity to follow the course 
of epizootics. The epidemiologist en- 
counters the end result of the epizootic 
on the processing line. Naturally, he 
speculates on possible sources of infec- 
tion. 

Since the droppings of the acutely dis- 
eased birds contain the parasite in abun- 
dance, it is no surprise to find 50 to 80 
percent of a flock are seropositive within 
a few weeks. However, while knowledge 
of the pathogenesis and course of the 
infection in the turkey is still so sketchy, 
one has few leads to what initiates and 
promotes the epizootic. The parasite may 
he introduced into the flock by wild birds, 
by other turkeys, through eggs, contam- 
inated feed, or biologics, or even by visi- 
tors to the ranch. For incubator-hatched 
and artificially brooded poultry, the nest 
infection chain does not exist. Ecologic 
investigations such as those made in the 
parakeet-breeding establishments must be 
undertaken and extended over several 
years before the natural history of the 
disease in turkeys will be understood. 

Ornithosis in turkeys is of growing 
interest to large groups: consumers, flock 
owners, poultry industries, agricultural 
agencies, poultry processors, labor unions, 
insurance companies, health agencies, and 
biologists. Each component has some- 
thing to gain if methods of control can 
be worked out. If control were to be 
approached by all concerned in an in- 
vestigative and determined spirit, it seems 
credible that something could be done. 
No one can predict at this time how 
serious the problem may become. 


SUMMARY 


The age of the biological phenomenon 
of parasitism is at least that of recorded 
history. For centuries, man’s survival 
has been chaotically interferred with by 
the infectious diseases, in pandemic form 
dramatically. In the last half century, 
man, through his intelligence and dili- 
gence, has begun to control this chaos 
effectively for the first time. The host’s 
reaction against certain parasites is be- 
ing fortified by immunization, and the 
life of certain parasites is being des- 
troyed by antimicrobial drugs. These 
advances are good cause for great re- 
joicing. They are not cause for believing 
that parasitism holds no further chal- 
lenge to man’s ingenuity. 

Very few parasites depend solely on 
man for their survival. Even if all the 
people of the world could be immunized, 
it would be an oversight of the charac- 
teristics of biological processes to hope 
that the infection concerned would there- 
by be banished from the earth, Immu- 
nization, which in some infections pro- 
tects even the eagerly susceptible, usually 
must be repeated in the individual and 
certainly with each new generation. Ef- 
fective chemotherapy must wait until the 
host is manifestly affected adversely by 
the parasite. Both of these defenses, mag- 
nificent but temporary, leave the para- 
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In 50,000 asymptomatic cases in 
which proctosigmoidoscopy was 
accomplished, Portes and Majar- 
report that polyps were 
found in 3,952 cases of which 328 
were malignant. 19 cases of rectal 
cancer were also found. They state: 


In order that premalignant polyps may be discov- 
ered early, proctosigmoidoscopy should be an essen- 
tial step in every general physical examination. 


All the instruments required for complete rectal 


& Majarakis, J.D 
JA . 166:411 (Feb. 9) 1957 


examination are included in this Welch Allyn No. 
318 set. The sigmoidoscope and proctoscopes are 
of advanced design, brilliantly illuminated, free 
from specular reflection, durable and trouble-free. 
The anoscope is self-illuminated; biopsy forceps are 
the new “full grip” type. Ask your surgical supply 


dealer to show you this excellent set. 
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site. Both of these defenses, magnificent 
but temporary, leave the parasite free to 
carry on its usual latent existence un- 
touched: to multiply, to adapt, and to 
exert its capricious effects on the host. 
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Chemotherapy 
of tuberculosis, 
progress 


and promise* 


The decline in. tuberculosis mortality 
in the United States, which began in 
1910, has been sharply aceelerated dur- 
ing the past 10 years. Tuberculosis deaths 
dropped from 40 per 100,000 in 1945 to 
about 10 in 1955. Although this drop 
may be due in part to a slight decrease 
in new cases and perhaps in some meas- 
ure to earlier detection of the disease, it 
must be primarily a result of improved 
treatment. Without question, the greatest 
single factor in the improvement of 
treatment has been the development of 
antimicrobial agents active against the 
tubercle bacillus. 

Adequate assessment of the new drugs 
required new methods in clinical re- 
search. Aside from the knowledge about 
what could be expected of various anti- 
microbial agents, the most significant re- 
sult of the evaluation of tuberculosis 
chemotherapy was the evolution of the 
large-scale, centrally coordinated, coop- 
erative control study. The pattern devel- 
oped for this type of study has elements 
necessary for evaluation of any treat- 
ment, in tuberculosis or in other diseases. 
A review of the therapy trials of the 
Public Health Service will not only 
summarize the present position of the 
chemotherapy of tuberculosis but will 
illustrate the scope and possibilities of 
such studies. 

The Public Health Service first be- 
came engaged in evaluating tuberculosis 
treatment in 1947, when it acted as the 
central office for a control study of strep- 
tomycin. Congress had made _ special 
funds available for testing this antibiotic, 
the first to show marked antituberculous 
activity in the test tube and in animals. 
To avoid possible repetition of the dis- 
appointment and disillusionment that fol- 
lowed the high hopes raised by previous 
“wonder” treatments, such as gold, it 
was necessary to test streptomycin in 
such a way that the great desire to find 
an effective drug would not influence the 
appraisal of its efficacy. Therefore, it 
was decided that the available funds 
should be spent largely on control studies 
carried out in a number of hospitals 
throughout the country. 

To date, the Public Health Service 
cooperative group has undertaken _nine 
studies on tuberculosis therapy. Tubercu- 
losis clinicians in hospitals in all parts 
of the country have voluntarily pooled 

*Reprinted from Public Health Reports, May 
1957. This paper was presented fore the 
American College of Preventive Medicine by 
Dr. Rufus Payne, Medical College of Georgia, 
Augusta, one of the clinical investigators in 
the Public Health Service tuberculosis therapy 
trials. It was prepared by Shirley H. Ferebee 
and Dr. Frank W. Mount, Tuberculosis Pro- 


ram, Division of Special Health Services, 
ublic Health Service. 
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their facilities and case material to carry 
out carefully designed control studies. 
This cooperative arrangement provides 
wide geographic representation, which 
gives a picture of variations in the dis- 
ease and its response to treatment in 
different parts of the country. The Pub- 
lic Health Service has organized the 
studies, provided detailed protocols, as- 
signed treatment regimens, coordinated 
the work in the participating hospitals, 
analyzed the data, and provided financial 
assistance to the hospitals to meet the 
special study expenses. 

Each clinician relinquishes some au- 
tonomy in treating patients he places in a 
study. But he is aware of the exact 
limits of the restrictions because he him- 
self has helped to plan the study. Know- 
ing that any patient placed in the study 
may by chance receive any one of the 
regimens to be investigated, the clinician 
selects only those patients for whom he 
feels he can ethically accept the alterna- 
tives. Once he has decided to include a 
patient, treatment is assigned in the cen- 
tral office by a system of random num- 
bers, and the patient is treated with the 
assigned medication for a specified period. 
This is a critical point in the studies: a 
system in which treatment is assigned by 
persons who have no knowledge of the 
patient. It eliminates any influence, con- 
scious or unconscious, which physicians 
treating the patient might exert on the as- 
signment of treatment regimens. Not only 
is this method simpler for the physician 
responsible for the care of the patient 
but it is also the only sure way of ob- 
taining groups of patients that are alike 
at the moment the different chemothera- 
peutic regimens are started. Thus, any 
subsequent differences between the groups 
can be attributed to the effects of chemo- 
therapy. 

Only in two exceptional circumstances 
is treatment altered: if a patient develops 
an intolerance to one or more of the as- 
signed drugs or if his disease becomes 
critically worse, threatening his life. 

The number of patients in a study 
ranges from 541 in the first cooperative 
effort, with 12 participating hospitals, to 
1,990 in one of the more recent trials, 
with 29 hospitals. The size of these 
studies insures that the results are un- 
likely to be due to chance variation. In 
addition, it permits examination of the 
influence of various factors, such as age, 
race, and sex of the patient and stage 
and extent of disease, on the response to 
treatment. 

In this era of bigness the impression is 
sometimes created that numbers alone 
are enough. But a definitive study de- 
pends only partly on size. These studies 
have also been carefully designed with 
these points in mind: What are the criti- 
cal questions? What observations will 
provide the most information? How can 
these observations be made most objec- 
tive and accurate? 

Random allocation of treatment pro- 
vides treatment groups completely com- 
parable at the beginning of a study. By 
several other devices we try to obtain 
objectivity and freedom from bias in 
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measuring the effects of treatment. 

In testing for bacterial resistance, for 
example, sputum cultures are first ex- 
amined in each hospital laboratory by 
technicians who are not allowed to know 
the patient’s treatment. All positive cul- 
tures from all hospitals are sent to one 
central laboratory not associated with 
any of the hospitals. There each culture 
is tested for drug sensitivity without the 
bacteriologist’s knowing the patient’s 
regimen. In every study, many cultures 
are tested for sensitivity to drugs that 
the patient is not even receiving. The re- 
sults of these cultures provide valuable 
information on the validity of the other 
results. 

In the interpretation of X-rays, as an- 
other example, duplicate X-rays of each 
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patient are taken monthly. One is kept at 
the hospital and one is sent to the central 
office. Periodically, the participating cli- 
nicians meet in Washington to review all 
the films. The serial films for each pa- 
tient are read independently by three 
readers who do not know the patient or 
his treatment regimen. Each reader in- 
terprets the films for an equal number of 
patients on each regimen from every hos- 
pital except his own. 

We shall now review briefly the nine 
cooperative studies carried out since 1947, 
tracing the evolution of tuberculosis 
chemotherapy and highlighting the results 
of the studies. In each subsequent study, 
new regimens are tested against the regi- 
men which has previously given the best 
results. 
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STREPTOMYCIN AND PAS 


In the first study streptomycin was 
tested against no chemotherapy. A ran- 
domly selected half of the 541 patients 
received the classic treatment of bed rest, 
diet, and surgery, while their counter- 
parts in each hospital received, in addi- 
tion, streptomycin for the first 3 months 
of a 12-month observation period. Physi- 
cians in the 12 hospitals participating in 
this investigation deserve credit for their 
courage in carrying through a study in 
which streptomycin was withheld from 
half their patients. 

By every criterion, patients who re- 
ceived streptomycin for 3 months were in 
better condition after 12 months than 
were the controls. Seventy percent of 
the streptomycin patients showed X-ray 
improvement, as compared with only 45 
percent of the controls. Cultures were 
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negative for 24 percent of the strepto- 
mycin patients but for only 16 percent of 
the controls. The most striking finding 
in this first study, however, was that 
streptomycin halved the number of 
deaths: Only 10 percent of the strepto- 
mycin patients, as compared with 20 per- 
cent of the controls, died during the year 
of observation. 

Shortly after streptomycin was intro- 
duced, PAS (para-aminosalicylic acid) 
became available in this country. With 
the usefulness of streptomycin clearly 
evident, the cooperating group decided its 
second study should compare streptomy- 
cin alone with streptomycin plus PAS. 
Since PAS showed much less tubercu- 
lostatic activity than streptomycin in the 
test tube and the experimental animals, 
it was not thought necessary to include a 
group receiving only this drug. Each of 


315 patients was randomly assigned to 
receive either streptomycin or streptomy- 
cin plus PAS for 3 months, with obser- 
vation to continue for another 3 months. 
The primary purpose was to see whether 
PAS might prolong the usefulness of 
streptomycin by delaying the emergence 
of streptomycin-resistant organisms. It 
was found that not only did PAS pro- 


- long the streptomycin sensitivity of the 


tubercle bacilli, but it increased the fre- 
quency of sputum conversion and resulted 
in greater X-ray improvement. 

By 1952 the price of a gram of strep- 
tomycin had fallen from $20 to about 20 
cents, and the drug was available in 
plentiful supply, as was PAS. The two 
drugs together had become the standard 
treatment for hospitalized tuberculosis pa- 
tients throughout the United States. They 
were indispensable adjuncts to bed rest 
and surgery in the long-term care neces- 
sary for tuberculosis patients. Then in 
March 1952 isoniazid made its dramatic 
entrance. In the midst of tremendous 
enthusiasm for the new drug, the Public 
Health Service took the position that 
isoniazid must be compared in strict con- 
trol studies with the best therapy then 
available, that is, streptomycin plus PAS. 
Consequently, in that same month, repre- 
sentatives of 22 tuberculosis hospitals met 
in Washington and adopted a common 
protocol to evaluate the therapeutic eff- 
cacy of isoniazid. Within 5 months 1,535 
patients were under observation. 

In the course of these investigations, 
bacteriological change had emerged as 
the most sensitive index of the effective- 
ness of antimicrobial agents. 


ISONIAZID 


Since the second study had shown 
streptomycin plus PAS to be superior to 
streptomycin alone, we used streptomycin 
plus PAS in the third study as the yard- 
stick against which to measure isoniazid 
alone and isoniazid in combination with 
streptomycin. For all regimens the de- 
crease in positive cultures was rapid dur- 
ing the early weeks of treatment. By the 
40th week, however, cultures were still 
positive for 39 percent of the patients 
treated with streptomycin plus PAS and 
38 percent with isoniazid alone, but for 
only 25 percent with isoniazid plus strep- 
tomycin. 

Having found isoniazid plus strepto- 
mycin superior to either streptomycin 
plus PAS or isoniazid alone, we proceed- 
ed to a fourth study, which included 
1,799 patients. We used isoniazid plus 
streptomycin as the basic regimen and 
compared it with isoniazid plus PAS and 
with all three drugs together, isoniazid 
plus streptomycin plus PAS. We also in- 
vestigated the possibility that better re- 
sults might be obtained by increasing the 
daily dose of isoniazid from 3 mg./kg. to 
10 mg./kg. 

The three regimens with 10 mg./kg. of 
isoniazid were about equally effective in 
reversing infectiousness. At the end of 
40 weeks of treatment, tubercle bacilli 
were detected in the cultures of 17 per- 
cent of the patients treated with isonia- 
zid plus streptomycin, in 8 percent treated 
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with isoniazid plus PAS, and in 6 percent 
treated with all three drugs. Although 
there was no therapeutic advantage when 
the dose of isoniazid was raised from 3 
to 10 mg./kg., the 10 mg./kg. dose was 
considerably more toxic, producing pe- 
ripheral neuritis in about 10 percent of 
the patients. On the basis of these find- 
ings, we reasoned that the regimen of 
choice at that point was isoniazid at 3 
mg./kg. plus PAS, which would leave 
streptomycin to be used later if necessary. 


SWITCHING REGIMENS 

In all these studies bacteriological 
changes were rapid during the early 
weeks of treatment, but patients still pro- 
ducing positive sputum after the 20th to 
24th week seldom became negative. This 
observation led to the fifth study, in 
which major drugs were switched after 
24 weeks of treatment and different se- 
quences tried. For the first 24 weeks we 
gave half the patients isoniazid plus PAS 
and half streptomycin plus PAS. Then 
we switched half the patients receiving 
isoniazid plus PAS to streptomycin plus 
PAS and half those receiving streptomy- 

cin plus PAS to isoniazid plus PAS. 
During the first 24 weeks, when half 
the 1,990 patients were receiving isoniazid 
plus PAS and half streptomycin plus 
PAS, the decrease in positive cultures 
was greater with isoniazid plus PAS. By 
the 24th week cultures had become nega- 
tive for all but 26 percent of the patients 
on streptomycin plus PAS and for all 
but 8 percent of the patients on isoniazid 
plus PAS. Patients whose cultures had 
not become negative may be regarded as 
treatment failures, and their course dur- 
ing the subsequent 24 weeks is reported 
here. 
The treatment failures included pa- 
tients who died of tuberculosis or whose 
chemotherapy was changed because of 
critical worsening, as well as those who 
continued to produce tubercle bacilli after 
24 weeks on the primary regimen. Of 
course, for those who died there was no 
opportunity for the secondary regimen 
to change the course of their disease, and 
for those whose treatment was changed 
earlier the status at the 24th week is not 
a measure of the effect of 24 weeks of 
treatment on the assigned regimen. 
When treatment with streptomycin plus 
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traumatic and infectious wounds 

e burns (first, second, third degree) 
abdominal fistulae and wounds _ 

@ pressure sores and ulcers 

-@ pilonidal cysts and sinuses 

_@ ano-rectal wounds e chest wounds 


This confirms previous findings regarding the 
efficacy of soothing, protective, non-irritant Desitin 
Ointment—rich in cod liver oil—to accelerate healing 
in many other skin conditions... diaper rash, 

ulcers (decubitus, varicose, diabetic), etc. 


samples and new reprint’ on request. 


DESITIN CHEMICAL COMPANY 
812 Branch Ave., Providence 4, R. I. 


1. Grayzel, H. G., and Schapiro, S.: Western J. Surgery, Obstet. & Gyn., Oct. 1956. 


PAS was continued in the 26 percent 
of the streptomycin-plus-PAS patients 
who had failed to become sputum nega- 
tive, including 4 percent who had died or 
been removed from this regimen, the 


day. Encouraged by the results of a 


This study showed isoniazid plus PAS 
small pilot study, we decided to see 


failure group decreased to 20 percent by 
the 40th week. However, when isoniazid 
plus PAS was substituted for streptomy- 
cin plus PAS, the proportion of bacteri- 
ological failures dropped to 10 percent by 


the 40th week. 


The 8 percent of the isoniazid-plus- 


to be such an effective regimen that there 
was little advantage in switching to strep- 
tomycin plus PAS after 24 weeks. On 
the other hand, among patients initially 
treated with streptomycin plus PAS, a 
switch to isoniazid plus PAS after 24 
weeks was preferable to an additional 16 
weeks of streptomycin plus PAS. 


whether decreasing the dose of PAS 
would reduce toxicity without loss of 
therapeutic effect. Although we were pri- 
marily interested in the use of PAS with 
isoniazid, we also used this opportunity 
to test a lower dose of PAS with strep- 
tomycin. We. randomly divided the 1,397 


PAS patients whose cultures had not be- 
come negative by the 24th week includes 
1 percent who had died or had _ been 
changed to another treatment regimen. 
When treatment with isoniazid plus PAS 
was continued, the percentage of failures 
dropped to 4 by the 40th week. When 
treatment was switched to streptomycin 
plus PAS, the results were no better. 
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be the regimen of choice both for initial 
and long-term use. However, it had al- 
ways had one disadvantage. A number 
of patients were unable to tolerate the 
usual large dose of PAS, 12 grams a 


patients into 4+ groups to receive daily 
isoniazid with 12 grams of PAS, isonia- 
zid with 6 grams of PAS, streptomycin 
with 12 grams of PAS, and streptomycin 
with 6 grams of PAS. 

This study demonstrated that PAS 
toxicity was reduced by decreasing the 
daily dose. During the 40 weeks of treat- 


DECREASED PAS DOSAGE 
Again isoniazid plus PAS appeared to 
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for severe infections 
FURADANTIN’ 


ntravenous solution 


often rapidly effective: in systemic infections such as 
septicemia (bacteremia), peritonitis, and other bacterial 
infections as of postoperative wounds and abscesses, when 
the organism is susceptible to Furadantin; in severe 
genitourinary tract infections when the patient is un- 
able to take Furadantin by mouth. 


FURADANTIN possesses a wide range of antibacterial effec- 
tiveness; bactericidal; negligible development of bac- 
terial resistance. No crystalluria, monilial overgrowth, 
staphylococcic enteritis, stomatitis, colitis, proctitis, anal 
pruritus or hematopoietic, renal or hepatic toxicity have 
ever been reported with its use. 


FURADANTIN I.V. has proven dramatically effective—often 
lifesaving — even in infections which failed to respond 
to other antibacterials. It has been administered to adults 
and children alike without serious toxic effects. 


FURADANTIN INTRAVENOUS SOLUTION (sterile) contains 
0.6% FUuRADANTIN dissolved in polyethylene glycol 300. 
Supplied in 10 cc. ampules (60 mg. FuRADANTIN each), 
box of 12, for use in sterile diluents by slow intravenous 


drip only. 


For oral administration in the treatment 

of genitourinary tract infections: 

Furadantin tablets, 100 mg. and 50 mg., 

Furadantin Oral Suspension (25 mg. per 5 cc. tsp.) . 


NITROFURANS—a new Class of antimicrobials — 
neither antibiotics nor sulfonamides 


EATON LABORATORIES, NORWICH, NEW YORK 


ment about 11 percent of the patients 
could not tolerate the 12 gram dose, but 
only 4 percent could not tolerate 6 grams. 
Most of the patients who could not tol- 
erate the larger dose were able to con- 
tinue the drug when the dosage was cut 
in half. 

In combination with either isonfazid or 
streptomycin the large dose of PAS was 
slightly more effective than the small 
dose. Again, the combination of isoniazid 
plus PAS was superior to streptomycin 
plus PAS. In fact, even the small dose 
of PAS with isoniazid was more effec- 
tive than the large dose with strepto- 
mycin. 

We concluded that all patients should 
be placed first on a regimen of isoniazid 
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plus 12 grams of PAS. However, for 
those unable to tolerate that dose of 
PAS, the daily dose could be reduced to 
6 grams with only a small loss in thera- 
peutic effectiveness. 


CYCLOSERINE AND PYRAZINAMIDE 


Up to this point, we had been investi- 
gating ways of using the three available 
drugs, isoniazid, streptomycin, and PAS. 
In the past 2 years we have considered, 
in addition, two other antimicrobial 
agents, cycloserine and pyrazinamide. 
Both drugs had been reported to produce 
severe toxic reactions. Therefore, before 
testing their therapeutic efficacy in pre- 
viously untreated patients, we undertook 
studies among “hopeless cases” to deter- 


mine the frequency and severity of the 
toxic reactions. 

In one toxicity study we compared sev- 
eral different doses of cycloserine with a 
placebo. No significant toxic reactions 
occurred among the 26 patients receiving 
placebos, but toxic reactions to cycloserine 
occurred at all dose levels tested except 
the lowest, which we found to be below 


‘the range of therapeutic effectiveness. 


Convulsions, the most serious of the toxic 
effects, were not confined to a single 
dosage, and we found no evidence that 
they were limited to patients with certain 
characteristics. Therefore, in contrast 
with the safety and effectiveness of isonia- 
zid plus PAS, we concluded that cyclo- 
serine was too toxic for us to undertake 
a large-scale therapeutic trial in patients 
with a favorable prognosis. 

Pyrazinamide had been reported to 
have a dramatic therapeutic effect when 
used with isoniazid but to cause acute 
liver damage in some patients. In a care- 
fully controlled study among 780 treat- 
ment failures, we used isoniazid plus 
PAS as a control and tested 2 doses of 
pyrazinamide in combination with isonia- 
zid. Liver function tests were carried 
out in the hospital laboratories by techni- 
cians who did not know what drugs the 
patients were receiving, and the patients 
were examined for signs and symptoms 
of hepatitis by physicians who had no 
knowledge of their treatment. 

During the first 12 weeks of treatment, 
evidence of hepatic toxicity was reported 
for 0.8 percent of the patients receiving 
isoniazid plus PAS and for 0.8 and 1.2 
percent of the patients receiving, respec- 
tively 40 mg./kg. and 24 mg./kg. of 
pyrazinamide with isoniazid. During the 
second 12-week period liver damage ap- 
peared among 5.4 percent of those receiv- 
ing the larger dose of pyrazinamide and 
among 1.2 percent of those receiving the 
smaller dose. These findings, plus the 
fact that the treatment failures had shown 
considerable therapeutic benefit from the 
combination of isoniazid and pyrazina- 
mide, made us decide to undertake a 
large-scale therapeutic trial of pyrazina- 
mide in combination with isoniazid and 
in combination with streptomycin. How- 
ever, we are using pyrazinamide for only 
16 weeks and are then switching regi- 
mens. This study was begun only recent- 
ly, and it will be some months before 
results will be available. 


PROPHYLACTIC POSSIBILITIES 


For those of us concerned with pre- 
ventive medicine, interest in the treatment 
of persons with active pulmonary tuber- 
culosis is not confined to the direct bene- 
fits to the patients. We are sensitive to 
an indirect benefit from improved treat- 
ment: the decrease in spread of disease. 
More infectious persons are willing to 
accept treatment, and infectiousness is 
reversed in most of those treated. 

Now, isoniazid introduces the possibility 
of a new method of tuberculosis control : 
prophylaxis. It is a cheap, orally admin- 
istered drug that has been demonstrated 
during the past 4 years to be extremely 
effective in the treatment of patients with 
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tuberculosis and to be practically non- 
toxic in therapeutic doses. A drug that 
can reverse the course of far-advanced 
cavitary disease might, if given at the 
right time, prevent the appearance of clin- 
ical disease. 

Prophylaxis in tuberculosis has become 
a highly controversial subject. Some en- 
thusiasts advocate immediate widespread 
use of the drug in highly exposed popu- 
lation groups. Others are equally firm in 
their conviction that such use of isoniazid 
would have grave consequences by inter- 
fering with the development of natural 
immunity. But there is also a middle 
ground, one occupied by many physicians 
and public health workers. They feel, as 
does the Public Health Service, that only 
a series of large, long-term, controlled 
investigations can provide actual data to 
replace the present spate of conjecture 
on the effects of using isoniazid to pre- 
vent clinical tuberculosis in human-beings. 

The Public Health Service and a num- 
ber of cooperating clinicians and public 
health workers have begun a series of 
studies on the prophylactic possibilities of 
isoniazid. In the first study in human be- 
ings, the prophylactic goal is the preven- 
tion of meningitis and other complica- 
tions among children with asymptomatic 
primary tuberculosis whose present condi- 
tion does not require treatment. More 
than 2,000 children are now under ob- 
servation in 31 pediatric clinics in the 
continental United States, San Juan, 
Mexico City, and Toronto. Each child 
takes pills for 1 year, and neither the pa- 
tient, nor his family, nor the physician 
knows whether the pills contain isoniazid 
or placebo. By comparing the number, 
kind, and severity of complications that 
develop among children taking isoniazid 
with the complications that develop 
among children taking placebos, we ex- 
pect to determine isoniazid’s effectiveness. 

In the meantime we are accumulating 
information to answer an even more basic 
question: How often today do meningitis 
and other complications of primary tu- 
berculosis occur? In other words, we are 
collecting precise information on how 
much there is to prevent, by isoniazid or 
any other preventive procedure. 

The next step in the Public Health 
Service’s investigation is to determine 
whether isoniazid will prevent infection 
and the appearance of clinical disease 
among the highly exposed household con- 
tacts of active cases of tuberculosis. A 
nationwide study is being started in which 
contact households are randomly assigned 
to isoniazid or placebo groups and are 
kept under close observation by their lo- 
cal health departments. Each contact is 
tuberculin tested and X-rayed at the be- 
ginning and at the end of a year of 
prophylaxis. Included in the study pop- 
ulation are both uninfected (tuberculin 
negative) members of the household and 
infected (tuberculin positive) members 
who show no clinical evidence of disease. 
The study should provide information on 
the effectiveness of isoniazid in prevent- 
ing new infections and in preventing de- 
velopment of clinical disease in those al- 
ready infected. Because this study in- 
cludes a group that gets only placebos, it 
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will also provide information on just how 
much tuberculosis is arising today among 
household contacts of the tuberculous. 

In still another branch of this investi- 
gation, isoniazid’s effect among previously 
infected persons who are not in highly 
exposed situations will be studied. An 


impressive body of evidence is accumu- . 


lating that much of the new clinical tu- 
berculosis is occurring among previously 
infected persons whose subclinical infec- 
tion progresses to active disease under 
either external stress or decreased general 
resistance. It seems most important to de- 
termine whether the threat of tuberculosis 
which millions of older persons infected 
in childhood carry with them can be re- 
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prolonged effectiveness. 
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moved by prophylactic use of isoniazid. 

This difficult and costly investigation 
may show that isoniazid has no prophy- 
lactic value, or that its value is offset by 
interference with natural immunity, or 
that it is effective only while it is being 
taken. It may show that it only delays 
but does not prevent. On the other hand, 
if it is effective in any one of the areas 
under investigation, in preventing infec- 
tion, in preventing new infection from 
progressing to clinical disease, or in eradi- 
cating old subclinical infections which 
may flare up in endogenous disease; we 
will have gained an important public 
health weapon in the fight against tuber- 
culosis. 
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Cancer in 


later life* 


Both the incidence and the mortality 
rates from cancer (malignant neoplasms) 
increase steadily during adult life and 
reach their maximum at the oldest ages. 
One of the characteristics of the disease 
at ages 65 and over is the considerably 

*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, July, 1957. 


+Dorn, Harold F., and Cutler, Sidney J., 
Morbidity from Cancer in the United States, 


Part I. Public Health Monograph No. 29, 
1955. 


Public Health Service, 


higher morbidity and mortality among 
men than among women. Another char- 
acteristic is the change in relative fre- 
quency of malignancies of certain sites. 
For example, among men cancer of the 
genital organs accounts for an increas- 
ing proportion of all cancers with ad- 
vance in age, whereas among females the 
proportion decreases. 


In 1956, there were more than 126,000 . 


cancer deaths in the United States among 
persons at ages 65 and over. Outranked 
as a cause of death only by heart disease 
and cerebral hemorrhage, cancer account- 
ed for nearly 15 per cent of the total 
mortality in this age group. These later 
ages account for somewhat more than 
half of the cancer deaths at all ages com- 
bined. 
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It is estimated that at present about 
365,000 new cases of cancer occur an- 
nually at ages 65 and over. This current 
figure for the country as a whole is 
based upon data from the cancer mor- 
bidity survey made in 10 major cities 
during 1947-48.+ It is also estimated 
that one in every four people reaching 
age 65 will eventually develop cancer. At 
the older ages, the incidence rate of the 
disease is about one third higher for men 
than for women. In the course of a 
year, there is one new case of cancer 
among every 65 white men at ages 65- 
69; the proportion is 1 in 33 at ages 85 
and over. Among white women the cor- 
responding rise is from one case in every 
80 to one in every 44. 


Contrasting trends are observed in the 
cancer mortality for older men and 
women during the decade 1944-54; among 
white men the death rate increased some- 
what while among white women it de- 
clined. The rise in mortality for men 
reflects primarily the upward trend in 
the death rate ascribed to respiratory 
cancer, genito-urinary cancers, and leu- 
kemia. Among elderly women, the total 
cancer mortality decreased, even though 
respiratory cancer and leukemia, as 
among the men, showed increased death 
rates. The reduction resulted mainly 
from the downward trend in genital can- 
cers. In both sexes the mortality re- 
corded from cancers of the stomach and 
liver declined sharply, but at least part 
of this decrease reflects greater accuracy 
in determining the primary sites of ma- 
lignant tumors. 

There is some indication from the mor- 
tality experience among women at ages 
65-74 insured under Industrial policies 
in the Metropolitan Life Insurance Com- 
pany that the improvement in cancer 
mortality among elderly women has been 
greater in the urban than in the rural 
population. 

The cancer death rates at ages 65 and 
over are higher among men than among 
women for all major sites except the 
breast, intestines, and the biliary pas- 
sages and liver. Particularly marked is 
the sex difference in the mortality from 
respiratory cancer, the death rate for 
men being more than six times that for 
women at ages 65-74, which are the ages 
of peak mortality for males. Among men 
in this age group, cancer of the respira- 
tory system, outranking every other site, 
accounts for nearly one fifth of the total 
mortality from malignant neoplasms. The 
prostate is the leading site of cancer 
among men at ages 75 and over, taking 
a considerably larger death toll than 
cancer of the stomach, which ranks 
second. 

Among older women the reproductive 
organs, breast, and intestines are numeri- 
cally the most important sites of fatal 
cancer. The relative frequency of in- 
testinal cancer in women rises with ad- 
vance in age, with the result that this 
site accounts for one fifth of the total 
cancer mortality at ages 85 and over. In- 
testinal cancer mortality among women 
is 1% times that for men at these late 
ages. In each sex, the death rate from 
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cancer of the skin rises rapidly after age 
65. However, the skin is not a major 
site of fatal cancer at any age, even 
though it is one of the most common 
sites for the occurrence of cancer. 

Cancer ranks among the foremost 
problems of geriatric medicine. Even at 
the advanced ages, early detection of the 
disease can in many cases lead to suc- 
cessful treatment or at least to substan- 
tial relief. Educational measures suitable 
to persons in later life should be devised 
to make these people aware of the danger 
signals that may mean the presence of 
cancer. Periodic health examinations of 
the elderly are a practical means of 
early detection. There is no room for 
complacency or neglect on the assump- 
tion that little can be done against the 
disease at the advanced ages. 


Books received 


Books received for review during the 
period from August 5 to September 5, 
are listed below. Reviews will be pub- 
lished as space permits. 


ZINSSER BACTERIOLOGY. By David 
T. Smith, M.D., Professor of Microbiology 
and Associate Professor of Medicine, Duke 
University School of Medicine; Norman F. 
Conant, Ph.D., Professor of Mycology and 
Associate Professor of Microbiology, Duke 
University School of Medicine; Joseph W. 
Beard, M.D., Professor of Surgery in charge 
of Experimental Surgery, Duke University 
School of Medicine; Hilda Pope Willett, 
Ph.D., Associate Professor of Microbiology, 
Duke University School of Medicine; John R. 
Overman, M.D., Associate Professor of Micro- 
biology and Assistant Professor of Medicine, 
Duke University School of Medicine; Ivan 
W. Brown, Jr., M.D., Associate Professor of 
Surgery, Duke University School of Medicine; 
D. Gordon Sharp, Ph.D., Associate Professor 
of Biophysics in Experimental Surgery, Duke 
University Schoel of Medicine; Mary A. Pos- 


ton, M.A., Associate in Microbiology, Duke 
University School of Medicine. Ed. 11, Cloth. 
Pp. 953, with illustrations. Price $12.00. 


Appleton-Century-Crofts, 35 West 32nd Street, 
New York 1, 1957. 


CRAIG AND FAUST’S CLINICAL PARA- 
SITOLOGY. By Ernest Carroll Faust, A.B., 
M.A., Ph.D., The William Vincent Professor 
of Tropical Diseases and Hygiene, Department 
of Tropical Medicine and Public Health, Tu- 
lane University School of Medicine, New Or- 
leans, Louisiana; Consultant, U.S. Public 
Health Service; Member, Expert Panel on 
Parasitic Diseases, World Health Organization; 
Member, Committee on Revision, U.S. Phar- 
macopeia, 1951-1960; Field Coordinator, Tu- 
lane-Colombia Program in Medical Education, 
U.S. Operational Mission, International Co- 
operation Administration; and Paul Farr Rus- 
sell, M.D., M.P.H., Staff Member, The Rocke- 
feller Foundation; Consultant to Surgeon Gen- 
eral, U.S. Army; Member Malaria Panel and 
Formerly Chairman, Expert Committee on Ma- 
laria, World Health Organization; Formerly 
Malaria Consultant to Tennessee Valley Au- 
thority and to the U.S. Public Health Service. 
With the Editorial Assistance of David Richard 
Lincicome, B.S., M.S., Ph.D., Howard Univer- 
sity, Washington, D.C.; Editor of the Jour- 
nal, Experimental Parasitology; Guest Scien- 
tist, Department of Parasitology, Naval Medi- 
cal Research Institute, National Naval Medical 
Center, Bethesda, Maryland; Lieutenant- 
Colonel, Medical Service Corps, Army of the 
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United States. 
Cloth. 


Ed. 6, Thoroughly Revised. 


Pp. 1078, with illustrations. Price 


$15.00. Lea & Febiger, Washington Square, 
Philadelphia 6, 1957. 


Basic Aspects, Diagnosis and Treatment. 


BRONCHOPULMONARY DISEASES. 
By 


142 authors. Edited by Emil A. Nacierio, M.D., 
Chief of the Thoracic Surgical Services, Har- 
lem and Columbus Hospitals, New York; For- 
word by Richard H. Overholt, M.D., Director, 
Overholt Thoracic Clinic, Boston; Clinical Pro- 


fessor of Surgery, 
School. 


Tufts College Medical 


Cloth. Pp. 956, with illustrations. 


Price $24.00. Paul B. Hoeber, Medical Book 
Department of Harper & Brothers, 49 E. 33rd 
St., New York 16, 1957. 


1957 Year Book Series). 


THE YEAR BOOK OF CANCER (1956- 
Compiled and Edited 


By Randolph Lee Clark, Jr., B.S., M.D., 
M.Sc. (Surgery), D.Sc. (Hon.), Houston, 
Texas; Director and Surgeon-in-Chief, The 
University of Texas M.D. Anderson Hospital 
and Tumor Institute; Professor of Surgery, 
The University of Texas Postgraduate School 
of Medicine; Clinical Professor of Surgery, 
Baylor University College of Medicine; Fellow, 
American College of Surgeons; and Russell W. 
Cumley, B.A., M.A., Ph.D., Houston, Texas; 
Director of Publications, the University of 
Texas M.D. Anderson Hospital and Tumor 
Institute; Professor of Medical Journalism, 
The University of Texas Postgraduate School 
of Medicine. Cloth. Pp. 572, with illustrations. 
Price $7.50. Year Book Publishers, 200 E. 
Illinois St., Chicago, 1957. 


SEX PERVERSIONS AND SEX CRIMES. 
By James Melvin Reinhardt, M.A., Ph.D., Pro- 
fessor of Criminology, University of Nebraska, 
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on Dietene Reducing Supplement. Please send diet 
sheets and a FREE one pound can of Dietene. 


DO. 


Name. 


Address. 
City. 


Zone. State. 
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Complete Relief in 3 Days 


PRURITUS ANI 


NEW ORAL TREATMENT 
FOR INTRACTABLE CASES 


PROMOTES ACIDURIC INTESTINAL FLORA 


NEW RATIONALE 


Borcherdt’s 


MALT SOUP EXTRACT 


POWDER 


120 


EQUALLY EFFECTIVE 
IN CONSTIPATION 


LIQUID 


Malt Soup Extract completely relieved 
intractable itching in 80 per cent of cases 
within an average of 3 days, followed by 
healing.’ 

In pruritus ani, stools are usually strong- 
ly alkaline (check rectal pH w/litmus). 
By establishing and maintaining aciduric 
intestinal flora with Malt Soup Extract, 
feces have an acid reaction and pruritus 
disappears. 

Malt Soup Extract consists of non-di- 
astatic barely malt extract neutralized 
with potassium carbonate. 

Dose: 2 Tbs. twice daily. Take in milk. 
May also be taken by spoon or in water. 
Continue for 2-3 weeks, when perianal 
skin should be healed. Resume treatment 
if symptoms recur. 

Supplied: LIQUID: 8 oz. and pint jars. 
POWDER: 8 oz. and 16 oz. jars (use 
heaping measure). 

Malt Soup Extract has been used for 
years to promote soft, easily evacuated 
feces naturally, by maintaining an acid- 
uric intestinal flora. 

3. Brooks, L. H.: Use of Malt Soup Ex- 
tract in Treatment of Pruritus Ani 
(American Proctologic Society, April, 
1957. To be published.) 


SEND FOR SAMPLES AND LITERATURE 


Div., BORCHERDT MALT EXTRACT CO. 


217 N. Wolcott Ave., Chicago 12, Ill. 


: Robert Collier Page, 


Lincoln, Nebraska. A Monograph in The Po- 
lice Science Series, Edited by V. A. Leonard, 
Professor of Police Science and Administra- 
tion, The State College of Washington, Pull- 
man, Washington. Cloth. Pp. 340. Price $5.50. 
Charles C Thomas, Publisher, 301-327 E. 
Lawrence Ave., Springfield, Ill., 1957. 


IT PAYS TO BE HEALTHY. A World. 
Renowned Physician Guides You to Success, 
Happiness, and Health in Your Work. By 
M.D., F.A.C.P. Cloth. 
Pp. 285. Price $4.95. Prentice-Hall, 70 Fifth 
Ave., New York 11, 1957. 


CLINICAL GASTROENTEROLOGY. By 
Eddy D. Palmer, M.D., F.A.C.P., Lieutenant 
Colonel, Medical Corps, United States Army; 
Consultant in Gastroenterology to The Surgeon 
General; Formerly Chief of Gastroenterology 
Service, Walter Reed Army Hospital. Cloth. 
Pp. 630, with illustrations. Price $18.50. Paul 
B. Hoeber, Medical Book Department of Har- 
per & Brothers, 49 E. 33rd St., New York 16, 
1957. 


THE HUMAN BRAIN From Primitive to 
Modern. By A. M. Lassek, M.D., Ph.D., Pro- 
fessor of Anatomy, Boston University School 
of Medicine, Boston, Massachusetts. Cloth. Pp. 
242. Price $4.75. Charles C Thomas, Publisher, 
301-327 E. Lawrence Ave., Springfield, IIl., 
1957. 


FUNDAMENTALS OF HUMAN PHYSI.- 
OLOGY For Students in the Medical Sciences. 
By W. B. Youmans, Ph.D., M.D., Professor 
of Physiology, University of Wisconsin. Cloth. 
Pp. 567, with illustrations. Price $8.50. Year 
Book Publishers, 200 E. Illinois St., Chicago, 
1957. 


DE MOTU CORDIS. MOVEMENT OF 
HEART AND BLOOD IN ANIMALS An 
Anatomical Essay. By William Harvey. Trans- 
lated from the original Latin by Kenneth J. 
Franklin and now published for The Royal 
College of Physicians of London. Cloth. Pp. 
209. Price $3.50. Charles C Thomas, Pub- 
lisher, 301-327 E. Lawrence Ave., Springfield, 
Ill., 1957. 


MODERN PERINATAL CARE. By Leslie 
V. Dill, M.D., F.A.C.S.; Diplomate of the 
American Board of Obstetrics and Gynecology; 
Associate Clinical Professor, Obstetrics and 
Gynecology, Georgetown, University School of 
Medicine; Consultant, Obstetrics and Gynecol- 
ogy, Army Medical School and Walter Reed 
General Hospital; Staff Member, Obstetrics 
and Gynecology, Providence Hospital, Wash- 
ington, D.C. Cloth. Pp. 309, with illustrations. 
Price $6.50. Appleton-Century-Crofts, 35 West 
32nd Street, New York 1, 1957. 


TEN MILLION AND ONE. Neurological 
Disability As A National Problem. Arden 
House Conference, Sponsored by the National 
Health Council. Cloth. Pp. 102. Price $3.50. 
Paul B. Hoeber, Medical Book Department of 
Harper & Brothers, 49 E. 33rd St., New York 
16, 1957. 


OCCUPATIONAL DISEASES OF THE 
SKIN. By Louis Schwartz, M.D., Medical 
Director (Retired), United States Public Health 
Service, Chief Dermatoses Section; Consultant 
in Dermatology, National Institutes of Health; 
Consultant in Dermatology, United States Pub- 
lic Health Service; formerly Associate Clinical 
Professor of Dermatology and Syphilology, 
New York University; Special Lecturer in In- 
dustrial Medicine, Georgetown University; Spe- 
cial Guest Lecturer, United States Naval 
Medical School; Visiting Guest Lecturer, The 
Johns Hopkins University School of Hygiene 
and Health; and Louis Tulipan, M.D., Emeri- 
tus Clinical Professor of Dermatology, New 
York University, Bellevue Post-Graduate Medi- 
cal School; Consulting Dermatologist, Bellevue 
Hospital; and Donald J. Brimingham, M.D., 
Medical Director, Chief Dermatologist, Occupa- 
tional Health Program, United States Public 
Health Service; Assistant Professor of Derma- 
tology and Syphilology, University of Cincin- 
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| 
Borcher 
BORCHERDT COMPANY - 217 N. Wolcott Ave., Chicago 12, Ill. 
Conthing Relief. | 
CHRONIC URINARY INFECTIONS 
rug fastness... to keep free from 


nati College of Medicine, Cincinnati. Ed. 3. 
Cloth. Pp. 981, with illustrations. Price $18.00. 
Lea & Febiger, Washington Square, Philadel- 
phia 6, 1957. 


PRACTICAL DERMATOLOGY. By Samuel 


M. Peck, B.S., M.D., Dermatologist to the ® 

Mount Sinai Hospital, New York; Associate A N a ROI] D 
Clinical Professor of Dermatology, Columbia 

University; Associate Editor, Journal of In- 

vestigative Dermatology; Editor of the Journal 


of Compensation Medicine; President of the 
American Academy of Compensation Medicine; 
With Laurence L. Palitz, M.D., Ph.D., At- 

tending Dermatologist, Long Island Jewish co NVE N § E hy Cc E 

Hospital; Assistant Attending Dermatologist, 

Mount Sinai Hospital, N.Y.; Adjunct Attend- 

ing Dermatologist, Montefiore Hospital, N.Y. AND EASY READING 
Cloth. Pp. 380, with illustrations. Price $7.00. 
Blakiston Division, McGraw Hill Book Com- 
pany, 330 West 42nd St., New York 36, 1956. 


HORMONAL REGULATION OF ENERGY 
METABOLISM. Compiled and Edited by Lau- 
rance W. Kinsell, M.D. Cloth. Pp. 242, with 


illustrations. Price $5.25. Charles C Thomas, i 
Publisher, 301-327 East Lawrence Ave., Spring- 
field, Ill., 1957. 


HISTOLOGY. By Arthur Worth Ham, 
M.B., F.R.S.C., Professor of Anatomy, in 
Charge of Histology, in the Faculties of Medi- 
cine and Dentistry, University of Toronto; 
Head of the Division of Biological Research, 
Ontario Cancer Institute, Toronto, Ontario, 
Canada. Ed. 3. Cloth. Pp. 894, with illustra- 
tions. Price $11.00. J. B. Lippincott Company, 
East Washington Square, Philadelphia 5, 1957. 


PNEUMOENCEPHALOGRAPHY. By E. 
Graeme Robertson, M.D. (Melb.), F.R.C.P., 
F.R.A.C.P., Honorary Neurologist, Royal Mel- 
bourne Hospital; Honorary Neurologist, Royal 
Children’s Hospital; Honorary Consultant 
Neurologist, Royal Women’s Hospital, Mel- annem 


rologist, Victorian Eye and Ear Hospital; Con- Designed to save you time and Twist ... and the Luer Lock 


bourne, Australia; Honorary Consultant Neu- 

sultant Neurologist to the Ministry of Health, : e H 

e effort. Itfits snugly in your hand. connection between gage and 
Price $14.50. Charles C Thomas, Publisher, | You can easily turn the big thumb hook-cuff is airtight. Untwist and 


ATOMIC RADIATION. Theory. Biological j 
Hazards. Safety Measures. Treatment of In- 
jury. Prepared by RCA Service Company, A 
Radio Corporation of American Subsidiary. 
Paper. Pp. 110, with illustrations. Price $1.60. 
In quantities of ten or more, copies are $1.45 
each. Government Service Department, RCA 
Service Company, Camden 8, N.J., 1957. Fe 


DERMATOLOGIC FORMULARY. From 
the New York Skin and Cancer Unit, Service 
of Dermatology (Dr. Marion B. Sulzberger, 
Director) Frances Pascher, M.D., Editor. 
Cloth. Pp. 172. Price $4.00. Paul B. Hoeber, 
Medical Book Department of Harper & Broth- 
ers, 49 East 33rd St., New York 16, 1957. 


THE PREMATURE BABY. By V. Mary 
Crosse, O.B.E., M.D. (Lond.) D.P.H., 
M.M.S.A., D. (Obstet.) R.C.O.G.; Consultant 


Paediatrician Little Bromwich General Hospi- 

tal, Solihull Hospital, Moseley Hall Children’s Inflate the TYCOS Ane- 4 Release pressure 2 mms. 
Mar- e roid with 3 fingers, with at a time, or completely 
ston reen aternity ospital, etc. ; cturer 

in Paediatrics and Child Health, University rounded edge of gage against with 1%2 turn of screw. 10- 
of Birmingham; Lecturer in Paediatrics, Cen- | base of thumb. Accurate in hemmerroe ¥) year triple warranty. $47.50. 
tral Midwives Board; Member of Expert Ad- ous Weigh 1 HALF A CENTURY S : d f. ° 
visory Panel on Maternal and Child Health any position. eigns only 1907-1957 €e it to ay at your avorite 
(with special relation to Prematurity), World 18 ounces complete with surgical supplier. 


Health Organization. Ed. 4. Cloth. Pp. 242, 
with illustrations. Price $5.00. Little, Brown 
& Company, 34 Beacon St., Boston 6, 1957. 


Hook Cuff and zipper case. 


Taylor Instrument Companies 


HUMAN BLOOD COAGULATION and its 
Disorders. By Rosemary Biggs, B.Sc. (Lond.), Rochester, N. Y., and Toronto, Canada 
Ph.D. (Toronto), M.D. (Lond.), Graduate As- 
sistant in the Department of Pathology, Rad- 
cliffe Infirmary, Oxford; and R. G. MacFar- 
lane, M.A. (Oxon.), M.D. (Lond.) F.R.S.; 
Clinical Pathologist to the Radcliffe Infirmary, 
Oxford; Radcliffe Lecturer in Haematology, 
University of Oxford. Ed. Cloth. Pp. 476, with 
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Good 


records are 
to keep! 


The Daily Log for Physicians is a common- 
sense bookkeeping system that requires 
no special training—yet stops “‘profit- 
leaks’’ and protects against tax troubles. 
Fully dated—looseleaf—inexpensive. A 
standard record keeping system of the 
profession since 1927. Satisfaction 
guaranteed. 

Regular Edition—one 36 line page a 
day, one volume, dated for calendar 
year 1958—$7.75. Double Log Edition 
—two facing pages of 36 lines for each 
day, two volumes, dated for calendar 
year 1958—$13.50. 


ORDER DIRECT OR WRITE FOR 
MORE COMPLETE INFORMATION 


COLWELL PUBLISHING CO. 


265 UNIVERSITY AVE. CHAMPAIGN, ILL. 


Makes x-ray a real 
diagnostic tool—not 


just a confirmation 


See front cover of this 


Journal for more details. 


W. B. Saunders Company 
West Washington Square 
Philadelphia 5, Pa. 


Please send me Meschan’s Roentgen 
Signs in Clinical Diagnosis $20.00 


JAOA 10-57 
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illustrations. Price $8.50. Charles C Thomas, 
Publisher, 301-327 East Lawrence Ave., Spring- 
field, Ill., 1957. 


OCCIPITOPOSTERIOR POSITIONS. By 
Edward L. King, A.B., M.D.,_ F.A.C.S., 
F.A.C.0O.G., Professor Emeritus of Obstetrics, 
School of Medicine, Tulane University of 
Louisiana, New Orleans, Louisiana. Cloth. Pp. 
106, with illustrations. Price $3.75. Charles C 
Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, Tll., 1957. 


CLINICAL ORTHOPAEDICS. By Anthony 
F. DePalma, Editor-in-Chief with the Assist- 
ance of the Associate Editors, the Board of 
Advisory Editors, and the Board of Corres- 
ponding Editors. Number Nine. Cloth. Pp. 
353, with illustrations. Price $7.50. J. B. Lip- 
pincott Company, East Washington Square, 
Philadelphia 5, 1957. 


CURRENT SURGICAL MANAGEMENT. 
A Book of Alternative Viewpoints on Contro- 
versial Surgical Problems. Edited by John H. 
Mulholland, M.D., Editor-in-Chief, New York 
University College of Medicine; Edwin H. 
Ellison, M.D., Ohio State University College 
of Medicine; Stanley R. Friesen, M.D., Uni- 
versity of Kansas Medical Center; With Con- 
tributions By 76 American Authorities. Cloth. 
Pp. 494, with illustrations. W. B. Saunders 
Company, West Washington Square, Philadel- 
phia 5, 1957. 


THE PRINCIPLES OF THERAPEUTICS. 
By J. Harold Burn, M.A., M.D., F.R.S., The 
Professor of Pharmacology, University of Ox- 
ford; Fellow of the National Institute of Sci- 
ences of India: Fellow of Balliol College. Cloth. 
Pp. 278, with illustrations. Price $5.50. 
Charles C Thomas, Publisher, 301-327 E. Law- 
rence Ave., Springfield, Ill., 1957. 


PROGRESS IN GYNECOLOGY. Volume 
3. Edited by Joe V. Meigs, M.D., Clinical Pro- 
fessor of Gynecology, Harvard Medical School; 
Visiting Consulting Surgeon, Massachusetts 
General Hospital; Visiting Consulting Gyne- 
cologist, Vincent Memorial Hospital; Surgeon, 
Pondville Hospital; Gynecologist, Palmer Me- 
morial Hospital, Boston; and Somers H. Stur- 
gis, M.D., Clinical Professor of Gynecology, 
Harvard Medical School; Surgeon (Gynecol- 
ogy) and Head of Department, Peter Bent 
Brigham Hospital, Boston. Cloth. Pp. 780, with 
illustrations. Price $14.50. Grune & Stratton, 
381 Fourth Ave., New York 16, 1957. 


HANDBOOK OF ORTHOPAEDIC SUR.- 
GERY. By Alfred Rives Shands, Jr., I.A., 
M.D., Medical Director of the Alfred I. du- 


Pont Institute of the Nemours Foundation, Wil- 
mington, Delaware; Visiting Professor of Or- 
thopaedic Surgery, University of Pennsylvania 
School of Medicine, Philadelphia; In Collab- 
oration With Richard Beverly Raney, B.A., 
M.D., Professor of Surgery in Orthopaedic 
Surgery, University of North Carolina, Chapel 


Hill, North Carolina; Lecturer in Orthopae- 
dics, Duke University School of Medicine, 


Durham, North Carolina. Ed. 5. Cloth. Pp. 725, 
with illustrations. Price $9.75. The C. V. Mos- 
by Company, 3207 Washington Blvd.,_ St. 
Louis 3, 1957. 


THE MEDICAL INTERVIEW. A_ Study 
of Clinically Significant Interpersonal Reac- 
tions. By Ainslie Meares, M.B.B.S., B. Agr. 
Sc., D.P.M. Cloth. Pp. 117. Price $3.50. 
Charles C Thomas, Publisher, 301-327 E. 
Lawrence Ave., Springfield, Ill., 1957. 


ANESTHESIA AND OTOLARYNGOL- 
OGY. By Donald F. Proctor, M.D., Assistant 
Professor of Laryngology and Otology, The 
Johns Hopkins University School of Medicine; 
(Associate Professor of Laryngology and Otol- 
ogy, Johns Hopkins 1946-1951; Professor of 
Anesthesiology, Johns Hopkins 1951-1955). 
Cloth. Pp. 267, with illustrations. Price $7.00. 
Williams & Wilkins Company, Mount Royal 
and Guilford Aves, Beltimore 2, 1957, 


A.T.1.’s STEAM-CLOX 


detects 
TIME 


STEAM 


positive 
sterilization 


Temperature alone is not 
enough to kill infectious bac- 
teria. Nor is steam alone or 
time alone sufficient. Steriliza- 
tion requires the combined 
action of all three! Time-Steam-. 
Temperature. Be sure your 
sterilizing Indicator reacts to all 
three. Demand that it be capa- 
. ble of signaling to you the pres- 
ence or absence of all three of 
these essentials. Remember, 
not all. Indicators do this! 


Be sure. Join thousands of 
other hospitals who rely on 
STEAM-CLOX. STEAM-CLOX aid 
in protecting your patients from 
postoperative infection by 


FOR POSITIVE 
STERILIZATION 


assuring that sterilizing condi- 
tions have been met in your 
autoclave. Don’t take chances 
... protect your patients. Use a 
STEAM-CLOX in each autoclave 


pack. 


for FREE SAMPLES and 
professional sterilization data 
write Dept. JAO-10 
ASEPTIC-THERMO 
INDICATOR COMPANY 


11471 VANOWEN STREET 
NORTH HOLLYWOOD, CALIFORNIA 


makers of STERILINE BAGS, COOK-CHEX 
and other sterilizing Indicators. 
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Ex 
ussi n—Phenyltoloxamine Resin 


i deino 
A *Strasionic’ Release Product * Dihydroco! 


Over 12,000 Clinical Observations ''2.34) 
Demonstrate Effectiveness 


Wide Range of Usefulness Useless cough—the con- 
stant, hacking, non-productive cough associated with upper respiratory in- 
fection, acute and chronic bronchitis, cardiac decompersation, pulmonary 
T.B., bronchiectasis, bronchogenic carcinoma, chronic sinusitis, postnasal 
drip and cigarette hack—is suppressed quickly. Relief is sustained for 8 to 
12 hours with a single ‘Tussionex’ dose. Yet the natural protection of the 
cough mechanism is not impaired.' 

~ Continuous Specific Action ‘Tussionex’ releases both 


the antitussive (dihydrocodeinone)*-*-? and the antihistaminic (phenyl- 
toloxamine) by dynamic-ionic exchange (new ‘Strasionic’ release) from their 


Sec.) . respective resin complexes to sustain the action of both drugs for 8 to 12 
fa hours regardless of whether the mixture is retained in the stomach or 
ie passes on to the intestinal tract.* 

fi Dramatically Effective for Children 357 cases re- 
a ported,? wherein ‘Tussionex’ was prescribed for children ranging in age 


peau from 3 months to 14 years. The action of ‘Tussionex’ was fast, prolonged, 
Ka and often dramatically effective, even in the difficult cough syndrome as- 
sociated with measles! 


REFERENCES 

oy ae (1) Chan, Y. T. and Hays, E. E., The American Journal of the Medical Sciences, 
aie August 1957; (2) Townsend, E. H., Jr., In Press; (3) Weismiller, F., In Press; (4) Cass, 

Leo J. and Frederik, W. S., In Press; (5) Curtis, H. C. and Browning, R. H., Ohio 


State Medical Journal, 42, 500 (1946); (6) Salter, W. T., Textbook of Pharmacology, 
i 84, Wm. B. Saunders, Philadelphia (1952); (7) Hyman, S. and Rosenblum, S. H., 
Iinois Medical Journal, 104, 257 (1953) 


Now Available on Your Prescription 


STRASENBURGH 


Originotors of ‘Strasionic’ (sustained ionic) Release 


R. J, STRASENBURGH CO., ROCHESTER, N. Y., U.S.A. 


| 
ALL-NIGHT* 
COUGH CONTROL 
3 
| 
: COUGH SUPPRESSION with a 
‘ 
Smg. Dihyd 
Stock bottle 
i 
 Tussionex 
Contains; 
Bi 
aS aresin 20 ‘ | 
; 
| One tablet or tea: | 
uninterrupted 8-1 
suppression of co : 
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WHITTIER LABORATORIES 


PAINFUL JOINTS 


AND MUSCLES 


Pain, inflammation, swelling and congestion are quickly 
relieved by local application of Arthralgen. 


ANIR AILGIEN 


(Arthralgesic Unguent) 
Contains: 
Methacholine Chloride—for vasodilatation of both 
arterioles and capillaries 
Methyl Salicylate—for analgesia 
Thymol and Menthol—for penetrating warmth 


1 oz. tubes and 8 oz. jars. Samples on request. 


Chicago 11, Illinois 


919 North Michigan Avenue, 


QUICK 
RELIEF 


From 
Surface Pain 
and Itching 


AEROSOL 


Quick Topical Anesthetic for Office Use 


Published clinical reports show nothing re- 
lieves surface pain and itching like Ameri- 
caine . . . because only Americaine contains 
20% dissolved benzocaine, Americaine relieves 
fast, sustains relief 2 to 6 hours. In Oint- 
ment or handy Aerosol Spray for office use. 
Write for details. 


ALSO FOR: 


Burns 

Abrasions 
Hemorrhoids 
Post-Episiotomies 
Dermatoses 

Also Available 


Americaine Topical 
Anesthetic Ointment 


ARNAR-STONE LABORATORIES, INC. 
Mount Prospect, Illinois 
in Canada: Brent Laboratories, Ltd., Toronto 


YOUNG'S 
RECTAL 
DILATORS 


FOR RECTAL AND VAGINAL USE 


Rectally For: 


@ Spastic Constipation 

@ Anal Stricture . . . Prolapse 
@ Post-hemorrhoidectomy 

© Post-fistulectomy 


Gently stretch tight, spas- 
tic, or hypertrophic sphinc- 
ters. Help train defecation 
reflex, reduce tonus, induce 
mild peristalsis. In gradu- 
ated sizes for progressive 
therapy. Infants: flex- 
ible rubber. Children and 
Adults: In bakelite. 


Vaginally For: 


@ Dyspareunia 
@ Vaginismus 
@ Perineal Repair 


Send for Literature 
vouns F. E. YOUNG AND COMPANY 


8057 Stony Island Ave., Chicago 17, Ill. 


| 
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DePuy 
HEAD HALTER SET 


Provides ideal cervical traction. For 
use in physician's office or in the 
patient's home. Consists of Head 
Halter, Spreader Bar, 10 feet Rope, 
Screw Hook, Double Pulley, Single 
Pulley, and Canvas Weight Bag. 
Fastens to any hook. A convenient, 
easy to use, packaged set. No. 483 
(specify whether small, medium, or 
large), $10.00 


DePuy ARM SLING 


. » » Now Available in Colors! 


The popular DePuy Arm Sling is now 
available in navy blue or dark brown, 
in addition to standard white. New col- 
ors do not show soil, harmonize with 
clothing. Designed to take the weight 
off patient's neck, the DePuy Arm Sling 
gives strong, dependable, comfortable 
support. Very simple to apply. Wash- 
able. In large, medium or child size. 
No. 545, $2.00 each, $21.60 per dozen. 


STANDARD 
OF QUALITY DePuy Manufacturing Co., Inc 
SINCE 1895 WARSAW, INDIANA 
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Wanted: CHILDREN 
Today’s families are planned big 


HE earlier phase of the baby boom, char- 

Bh perdorsee: by its sharp rise in first and second 
births, is being sustained by the “unusually large 
numbers of children born in established fam- 
ilies.”? Almost one-third of the 1956 babies were 
third.or fourth children —a higher proportion 
“than for any year since before World War I.” 
Big, but spaced families — Many of these chil- 
dren will have one, two or even more brothers 
or sisters, especially in upper-class families. A 
survey recently completed among 29,494 grad- 
uates of 178 colleges shows that the men of the 
class of ’45 have families averaging 70% larger 
than the men of the class of ’36 in the ten years 
after graduation.” 
Ideal method for family planners—When p 
dent young wives ask advice to help them ae 
their children, they want to be sure the method 
recommended really provides protection. You 
can give them this assurance with the diaphragm- 
jelly technique, the preferred method for women 
of high parity. Adopted by parenthood clinics 

“as possessing the least degree of fallibility,’””® 
this dependable method reduces “the likelihood 
of conception by at least 98 per cent.’ 
Comfort and security — RAMSES® Diaphragm 
and Jelly offer comfort for the patient as well 
as the peace of mind that comes with the use of 
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a reliable technique. The smooth, cushioned rim 
of the RAMSES Diaphragm prevents irritation. 
Its flexibility in all planes permits complete free- 
dom of movement. RAMSES Jelly, * a “10-hour” 
jelly because it occludes for that long, quickly ’ 
immobilizes sperm and is safe for continucd use. 
Wives who want their families when they want 
them are confident that you have given sound 
advice when you tell them that for more than 
30 years physicians have relied on RAMSES pro- 
tection in family planning. 
In prescribing a diaphragm — 
Specify the attractive, complete 
unit — RAMSES “TUK-A- 
WAY’”® Kit #701 with dia- 
phragm, introducer, and 3 
oz. tube of jelly in a washable, 
zippered bag. Diaphragm in 
sizes from 50 to 95 mm. Additional 
jelly, in 3 and 5 oz. tubes, at all pharmacies. 


References: 2. ae. Bull. Metrop. Life Insur. Co. 38:6 
11:45 une 1935. 3. Novak, E., and Novak, E. R.: Text- 
book of Gynecology, Baltimore, The Williams & Wilkins Co., 
1956. 4. Tietze, C.: Proc. 3rd Internat. Conf., Planned Par- 
enthood, 1953. 


JULIUS SCHMID, Inc. 
423 West 55th Street, New York 19, N. Y. 


*Active agent, dodecaethyleneglycol monolaurate 5%, in a base of longs 
lasting barrier effectiveness. 

RAMSES and “‘TUK-A-WAY”’ are registered trade-marks of 

Julius Schmid, Inc. 
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Give your patient that extra lift with “Beminal” Forte 817 
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Changes of address and 


new locations 


Ainslie, Ernest E., from es, Ohio, to 5317 N. Van- 
couver, Portland 11, 
— Elmer 56; 2409 E. Main St., Ventura, 
ali 
Anderson, William G., from Flint, Mich., to 22914 S. Jackson 
St., Albany, Ga. 
Badger, William H., from 815 W. Gray St., to 1208 Calumet, 
Houston 4, Texas 
Barnett, Edward, from 2115 N. Woodbridge, to 2 Congress 
Court D, Saginaw, Mich. 
Bean, Roger A., from West Carrollton, Ohio, to 1501 N. Main 
St., Dayton 5, Ohio 
Belsito, Joseph E., from Detroit, Mich., to 7139 Middlebelt 
oad, Garden City, Mich. 
Berg, Dalrie, from 4701 E. Ninth Ave., to 9051 Lilly Court, 
Denver 16, Colo. 
Berjian, Richard A., from Alhambra, Calif., to Mount Clemens 
— Hospital, 1000 Harrington Blvd., Mount Clemens, 
ich. 
Berry, Thomas Earl, from 10632 Cimarron St., to 1527 W. 
80th St., Los Angeles 47, Calif. 
—_— Byron A., from Dallas, Texas, to Box 157A, Waldo, 


la. 
Bolin, Wyman J., from Dallas, Texas, to Box 1115, Raymond- 
ville, Texas 
Botz, Robert J., from 416 W. Fourth Ave., to 422 W. Fourth 
Ave., Flint 3, Mich. 
Bricker, Pattie J., from 4003 Lockwood Drive, to 1252 Uvalde 
St., Houston 15, Texas 
Bruno, Anthony M., COPS ’56; 1137 E. Garfield Ave., Glen- 
dale 5, Calif. 

Buckley, Vernon C., from Grand Rapids, Mich., to 3951 L St., 
Philadelphia 24. Pa, 

Burnett, Delbert Mead, from 32, Rodney St., to 19, Rodney 
St., Liverpool 1, England 

Button, Jennie Tripsin, from Farmington, Mo., to Box 307, 
Warsaw, Mo. 

Button, William E., from Farmington, Mo., to Box 307, War- 
saw, Mo. 

Caldwell, Neil R., from Lebanon, Ohio, to 425 E. Dale Drive, 
Dayton 5, Ohio 

—e-*, John M., from 3831 16th St., N., to 8338 42nd Ave., 

Petersburg 4, Fla. 

Cong Glenn V., from St. Louis, Mo., to San Fernando Shop- 
ping Center, 1375 Lafayette, Florissant, Mo. 
Carpenter, George, from Kirksville, Mo., to 410 N. Wood St., 
Paris, Tenn. 
Chance, .Edward V., from Rogue River, Ore., to 4880 S. 
Pacific Highway, Grants Pass, Ore 

Chaney, Jack V., from Dayton, Ohio, ‘to 3505 E. Hillsboro 
Ave., Tampa 5, Fla. 

Daniel j., CCO 57; Garden City-Ridgewood Hos- 
pitals, 30548 Ford Road, Garden City, Mich. 

Cochran, John E., from Holcomb, Mo., to 100 W. Osborn 
Road, Phoenix 42, Ariz. 

Conley, James F., from — Franklin Ave., to 3801 Crestwood, 
Des Moines "10, Tow 

Cooper, Gerald J., from : _ & Capitol Aves., to 1619 Forest 
Ave., Des Moines 14, Iow 

Cortese, ‘Anthony : from 5250 S. Eilis Ave., to 9453 S. Ash- 
land Ave., Chicago 20. 

Croutch, Marvin Leo, COPS 56. 1920%4 N. Hoover St., Los 
Angeles 27, Calif. 

Danny, Peter * from Columbus, Ohio, to 946 S. 26th St., 
South Bend 15, Ind. 

Dash, Bernard, DMS ’57; Detroit Osteopathic Hospital, 12523 
Third Ave., Detroit . Mich. 

Davidson, Carl T., from Lancaster, Mo., to Salem, Mo. 

_— Charles Simeon, COPS ’56; 13064 Central Ave., Chino, 
ali 

De Luise, Frank A., from Philadelphia, Pa., to Waterville 
Osteopathic Hospital, 85 Western Ave., Waterville, Maine 

DeShong, D. Alfred, from 7 E. Winthrop Road, to 2425 Inde- 
pendence Blvd., "Kansas City 24, Mo. 

Doney, Donald Eugene, COPS 56: 236 Calle Miramar, Re- 
dondo Beach, Calif. 

Eagon, George W.,, from 827 Morgan Bldg., to 408 Morgan 
Bldg., Portland 5, Ore. 

Edgar, Paul P., from Kirksville, Mo., to 609 North St., Farm- 
ington, Mo. 


Vor. 57, Oct. 1957 


When high vitamin B and C levels 
are required give your patient 
that extra lift with “Beminal” Forte. 


“Beminal” Forte—each capsule contains: 


Thiamine mononitrate (Bi) 25.0 mg. 
Riboflavin (Bz) 12.5 mg. 
Nicotinamide ....... 75.0 mg. 
Pyridoxine HCl (Bs) 3.0 mg. 
Cale. pantothenate 10.0 mg. 
Vitamin C (ascorbic acid) cece 150.0 mg. 
Vitamin B,:2 with intrinsic factor 

1/9 U.S.P. Unit 


Improved formula 


“BEMINAL” Forte 


VITAMIN C 


Dosage: 1 to 3 capsules daily, or more, depending 
upon the needs of the patient. 

Supplied: No. 817 — Bottles of 100 and 1,000 
capsules. 


5729 


AYERST LABORATORIES 
New York, N. Y. * Montreal, Canada 
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patients with colds..i sinusitis... rhinitis... 


will appreciate the 
“Novahistine effect” 


When a patient stops sniffling and be- 
gins to breathe freely in a matter of 
minutes...with all air passages clear 
and no sense of jitteriness or nasal 
irritation ...he is experiencing the 
*‘Novahistine Effect.” 


THIS EFFECT IS PRODUCED BY 


‘ 


fast...effective decongestion 


..-combined with antihistaminic 
therapy for synergistic action 


fuller utilization of medication 
through systemic action 


unplug tha if ...on all mucous membranes of the 


respiratory tract 


Si luffe Up } C safe...easy-to-use...ORAL dosage 


Each 5 cc. teaspoonful of 
the elixir or each tablet 
provides 5.0 mg. of phenyl- 
ephrine HCI and 12.5 mg. 
of prophenpyridamine 
maleate. Novahistine Fortis 
Capsules provide twice the 
amount of phenylephrine 
when more potent nasal 
decongestion is desired. 


PITMAN-MOORE company 
pivision oF ALLIED LABORATORIES, INC. 
INDIANAPOLIS 6, INDIANA 


JourNaAL A.O.A. 
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> when the patient’s * 
cold or ‘flu 

is complicated 
by bacterial 
infection 


e opens clogged air passages 


e combats secondary 
bacterial invasion 


Each Novahistine with Penicillin Capsule contains: 
Phenylephrine hydrochloride. ...... 10.0 mg. 
Prophenpyridamine maleate....... 12.5 mg. 


for the ‘‘Novahistine Effect’ 


Penicillin G Potassium ....... 200,000 units 
for potent antibiotic action when 
penicillin-susceptible bacteria are 
secondary invaders 


PITMAN-MOORE COMPANY 


1> 7 Division of Allied Laboratories, Inc. 


Indianapolis 6, Indiana 


57, Oct. 1957 


Jordan, R. Grant, from La Crescenta, Calif., to 1525 Fulton 


Edwards, Lige C., from 3814 Broadway, to 2223 N. Alamo, 
San Antonio 2, Texas 
Ehlinger, Norman J., from Canal Fulton, Ohio, to 1723 N. 
_ Andrews Ave., Fort Lauderdale, Fla. 
Eisenstein, Ben E., from Los Angeles, Calif., to 1037 EI 
Dorado Drive, Fullerton, Calif. 
Encioet,, Robert W., PCO ’56; 52 E. Bettlewood Ave., Oak- 


yn 6, N. J. 
Eschrich, William F., from 34 E. Olive Ave., to 1130 W. Olive 
Ave., Burbank, Calif. 
Eshenaur, Oliver C., from Toledo, Ohio, to Box 217, Point 
Pleasant, W. Va. 
Evans, George E. C., from Cleveland, Ohio, to Milan Avenue 
Medical Center, Norwalk, Ohio 
Farran, Raymond S., from 637 Badgerow Bldg., to 1918 Pierce 
St., Sioux City 4, Iowa : 
Feramisco, James L., from Redondo Beach, Calif., to 7009 Pil- 
grim Ave., Detroit 38, Mich. 
Forbes, J. R., from 108 W. Camelback Road, to 120 W. Osborn 
Road, Phoenix 42, Ariz. 
Franta, William K., from Toledo, Ohio, to Chicago College of 
Osteopathy, 5250 S. Ellis Ave., Chicago 15, Ill. 
Fuss, Robert J.. DMS ’57; Rocky Mountain Osteopathic Hos- 
pital, 4701 E. Ninth St., Denver 20, Colo. 
Gaul, — hi from 410 Opa Locka Blvd., to Box 186, Opa 
a, Fla. 
Ghiates, Michael P., from Sheakleyville, Pa., to 3017 Inde- 
pendence Ave., Kansas City 24, Mo. 
Gifford, Howard K., from 1970 Grier St., to 2909 Glen Crest 
St., Pomona, Calif. 
Gilman, Leon, from 1749 N. Prospect Ave., to 3726 W. Roberts 
St., Milwaukee 8, Wis. 
Gipe, James F., from Kidron, Ohio, to Laughlin Hospital & 
Clinic, 711-15 W. Jefferson St., Kirksville, Mo. 
Gonzalez, Julian J., from San Gabriel, Calif., to 2128 E. First 
St., Los Angeles 33, Calif. 
Graff, John F., from 105 S. Spanish St., to 28 S. Spanish St.. 
Cape Girardeau, Mo. 
Gray, E. Kenneth, from Kankakee, Ill., to 301 Fourth Ave.. 
N., St. Petersburg 2, Fla. 
— Harry, COPS ’°56; 1130 W. Olive Ave., Burbank. 
alif. 
Grossbart, Frederick, from Bay Village, Ohio, to 655 Irving- 
ton Ave., Newark 
mee kg E., from Columbus, Ohio, to Box 52, Pennsboro, 
Hampton, William Wilson, from Avenel, Calif., to 7051 Linda 
Vista Road, San Diego 11, Calif. 
Harmon, William Howard, from Waterloo, Iowa, to 2807 
Germantown St., Dayton 8, Ohio 
Hartman, Gilbert C., from Cleveland, Ohio, to 6900 S. Crandon 
Ave., Chicago 49, TIl. 
Hattesen. Howard E., from 9620 N. E. Second Ave., to 9840 
N. E. Second Ave., Miami Shores 38, Fla. 
Haven, Harral R., from Grand Junction, Colo., to Oklahoma 
Osteopathic Hospital, 744 W. Ninth St., Tulsa 5, Okla. 
Heatherington, J. Scott, from Medford, Ore., to 1550 Mc- 
Loughlin Blvd., Gladstone, Ore. 
Hemsley, William R., Jr., PCO ’56; 2740 E St., San Bernar- 
dino, Calif. 
Hildreth, DeWall J., from Portland, Ore., to 2236 Washington 
St., Milwaukie, Ore. 
Hoemann, Virgil H., from 7840 Natural Bridge Road, to 
a Hunt Village, 7308 Burrwood Drive, St. Louis 21, 
Hoffman, George F., COPS ’56; 431 N. Kenmore Ave., Los 
Angeles 4, Calif. 
Hunt, Howard H., Ir., KCOS ’57; Phoenix Osteopathic Hos- 
pital, 4004 N. Seventh St., Phoenix 43, Ariz. 
Hutton, Edward L., from Riverside, Calif., to 3927 Van 
Buren, Arlington, Calif. 
Indin, Bert M., KC ’57; 4616 Agnes Ave., Kansas City 30, Mo. 
Izmirian, Thomas R., COPS ’56; 5312 Vantage Ave., North 
Hollywood, Calif. 
Jacobsen, Rodney T., from 453 N. E. 63rd St., to 6319 Biscayne 
Blvd., Miami 38, Fla. 
Jaeger, Frederick J. J., from Columbus, Ohio, to 4275 Lark- 
spur Lane, Brentwood Village, Warrensville Heights, Ohio 
Johnsen, Martin R., CCO ’56; 1211 Sixth Ave., Tacoma 5, 


Wash. 


>» ove Je 


Ave., Sacramento 25, Calif. 

Kaufman, Jerome, from 19150 Woodingham Drive, to 19155 
Patton Ave., Detroit 19, Mich. 

Kelley, Robert R., from 15924 W. Seven Mile Road, to 18220 
W. Seven Mile Road, Detroit 19, Mich. 
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Fortified Digestive Enzymes 
WITH ANTISPASMODIC 


Convertin-H fortifies gastric and 
pancreatic enzymes to aid digestion, 
and supplies an effective antispas- 
modic to combat the spasm. 


Composition: 
Each Convertin-H tablet contains: 


In sugar-coated outer layer 


Homatropine Methylbromide...... 2.5 mg. 
Betaine Hydrochloride.......... 130.0 mg. 
(providing 5 minims diluted Hydrochloric 

Acid U.S.P.) 
Oleoresin Ginger............... 1/600 gr. 
In enteric-coated inner core 
Pancreatin (4x U.S.P.).......... 62.5 mg. 
(equiv. to Pancreatin U.S.P. 250 mg.) 
Desoxycholic Acid.............. 50.0 mg. 


Dose: 1 or 2 tablets with or just after meals. 
Supplied: In bottles of 84 and 500 tablets. 


send for samples 


B. F. Ascher & Co., Inc. 
Ethical Medicinals 


KANSAS CITY, MO. 


Kempe, bag F., Jr., from 3016 W. 48th St., to 4751 S. 
28th Ave., Tulsa yf la. 

a Thomas J from 4550 E. 17th St., to 5602 E. 22nd St., 

ucson, 

Klein, Donald, ‘ion 17305 Northlawn Ave., to 18451 W. Chi- 
cago Blvd., Detroit 28, Mich. 

Kodama, Richard i & from Columbus, Ohio, to 3526 Akaka 
Place, Honolulu 14, T. H. 

Kodroff, Carl, from 5505 Windsor Ave., to 9551 Bustleton 
Ave., Philadelphia 15, Pa. 

Kogut, B. J., from Detroit, Mich., to 26340 E. Jefferson Ave., 
St. Clair Shores, Mich. 

Koogler, Paul R., from 71 S. 20th St., to 70 S. 20th St., Battle 
Creek, Mich 


Kopald, Newman M., from Detroit, Mich., to 2451 S. Tele- 


graph Road, Dearborn, Mich. 

Kopec, Thaddeus Stanley, from Miami, Fla., to 83 Pine St.. 
South Paris, Maine 

Kosinski, Thaddeus J., from Dearborn, Mich., to 105 N. Hol- 
liston, Pasadena, Calif. 

Kotsch, Charles, from York, Pa., to 10505 Burbank Drive. 
Bethesda, Washington 14, D. od 

Kovach, Alexander COO 57; 31435 Alabama Ave., Livonia, 

ic 

Kowan, Joel M., from Des Moines, Iowa, to Parkview Hos- 
pital, 1920 Parkwood Ave., Toledo 2, Ohio 

Lamb, Leonard H., from Aurora, Colo., to Box 765, Derby. 


Colo. 
| Lamb, Richard F., from 4610 E. Eighth Ave., to 960 Hudson 


St., Denver 22, Colo. 

La Plante, Richard C., KCOS ’56; 4901 Haines Road, St. 
Petersburg 4, Fla. 

Laufer, Louis H., from Los Angeles, Calif., to Vanowen 
— Group, 11432 Vanowen St., North Hollywood. 
ali 

Lawson, H. Keith, COPS ’56; 3326 Broadway, Huntington 
Park, Calif. 


Leavitt, Joseph A., from Los Angeles, Calif., to 110 S. Mac 


Donald St., Mesa, Ariz. 


Lerner, Albert H., COPS ’56; 418 N. Breed St., Los Angeles 


Calif. 

Levy, Ronald R., from South Bend, Ind., to 708 “B” Bay St., 
Santa Monica, Calif. 

Lightstone, Clifford J., from 1141 N. E. 79th St., to 256 Shore 
Drive, E., Miami 45, Fila. 

Liptrap, William H., from Paradise, Calif., to Box 9, Dur- 
ham, Calif. 

Mac Auslan, Robert C., from Sharon Hill, Pa., to 20 Deane 
St., Portland 4, Maine 

Mahoney, Kenneth J., from Philadelphia, Pa., to 757 Congress 
St., Portland 4, Maine 

Makant, J. Earl, Jr., from Miami, Fla., to 47 Grove St., Kenne- 
bunk, Maine 

Martsukis, Leo M., from Los Angeles, Calif., to 14823 Chadron 
Ave., Gardena, Calif. 

Mason, Palmer H., Jr., from Tulsa, Okla., to Broadway Tower, 
Enid, Okla. 

Masters, Jacqueline V., from 608 Scherer Bldg., to 301 Park 
Avenue Bldg., Detroit 26, Mich. 

— James A., KCOS ’57; 245 Summit Ave., Youngstown 2, 

hio 
— William P., CCO ’57; 5454 Orchard, Dearborn, 
ic 

McKenna, E. H., from Muskegon Heights, Mich., to 122 W. 
Osborn Road, Phoenix 42, Ariz. 

Mikros, Zacharia C., CCO ’57; 14388 Woodmont Road, Detroit 
27, Mich. 

Mills, Maud S., from Glendale, Calif., to Fruitland, Idaho 

J., PCO ’56; 217 W. 22nd St., Wilmington 
, Del. 

Mitnick, Richard D., COPS ’56; 10128 E. Rosencrans Ave., 
Bellflower, Calif. 

Moon, Charles W., from Middletown, Ohio, to 12 N. E. 12th 
Ave., Fort Lauderdale, Fla. 

Morey, Lloyd W., Jr., from 1749 N. Prospect Ave., to 5918 
W. North Ave., Milwaukee 8, Wis. 

Morris, Morton, from Norma, N. J., to 327 Kings Highway, 
Swedesboro, N. J. 

Morris, W. Dean, from Elvins, Mo., to 210 W. Main St., Flat 
River, Mo. 

Mountain, Evelyn M., from Lancaster, Pa., to 274 W. Market 
St., Marietta, Pa. 

Moylan, Patrick J., from 5565 Allen Road, to 5235 Allen Road, 
Allen Park, Mich. 

Murphy, Charles A.. DMS ’57; Flint Osteopathic Hospital, 
Inc., 416 W. Fourth Ave., Flint 3, Mich. 


JournaL A.O.A. 
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Nersesian, Andrew A., CCO ’57; Art Centre Hospital, 5435 
Woodward Ave., Detroit ra Mich. 

Palzinski, Lawrence, CCO ’56; 7218 N. E. Sandy Blvd., Port- 
land 13, Ore. 

Parisi, Nunzio E., from Dunlap, Iowa, to 18018 First Ave., 
S., Seattle 88, Wash. 

Paternoster, Alfred A., COPS ’56; 207 E. Broadway, San 
Gabriel, Calif. 

Payne, Richard A., from 4007 Columbia Road, to 4009 Gleen- 

woed Road, Decatur, 3 
KCOS 57; Green Cross General Hospital, 
23rd St., Cuyahoga Falls, Ohio 

eae Craig, from Aloha, Ore., to Box 67, Malin, Ore. 

Pearson, Robert, KCOS 757; 205 E. Jefferson St., Kirksville, 
Mo. 


Perry, H. Stanley, from Los Angeles, Calif., to 8780 Van Nuys 
Blvd., Panorama City, Calif. 

Pinchak, Raymond, from Detroit, Mich., to 11179 Hall Road, 
Utica, Mich. 

Pocock, Rosamond, from 402 C.P.R. Bldg., to 404 C.P.R. Bldg., 
Toronto 1, 5 Canada 

Pritchard, > , KC ’57; 2007 E. 55th St., N., Kansas 
City 16, 

Pry igncelei Fane J., PCO ’56; 21 Ewington Ave., Trenton 8, 


Purinton, Robert F., from Chicago, IIl., to Ottawa Arthritis 
Hospital & Diagnostic Clinic, Ottawa, Ill. 
Jerome, COPS ’56; 515 E. 23l1st St. 


to 738 Broadway, 


Wilmington, 


alif. 

Reiland, Bernard F., from Pontiac, Mich., 
Davisburg, Mich. 

Renner, M. Bruce, from Osceola, Ind., to 231 Paris, S. E., 
Grand Rapids 3, Mich. 

Roberts, Peter B., from Mount Clemens, Mich., to 8090 Clinton 
River Road, Utica, Mich. 

Rose, Donald E, from Box 268, to Box 98, Rimersburg, Pa. 

Rose, Virgil J., from Columbus, Ohio, to Orrville Community 
Osteopathic Hospital, 230 S. Crown Hill Road, Orrville, 

io 
Russo, Joseph John, CCO ’57; Art Centre Hospital, 5435 
oodward Ave., Detroit 2, Mich. 

Salim, Donald S., from Mount Clemens, Mich., to 4441 Auburn 
Road, Utica, Mich. 

Scheerer, Leon B., from Muskegon, Mich., to 408 W. Ex- 
change, Spring Lake, Mich. 

Schneiderman, Allan R., COPS ’56; 11601 Montana, Los An- 
geles 49, Calif. 

Schurr, Kenneth E., from Detroit, Mich., to 4150 N. 19th Ave., 
Phoenix 42, Ariz. 

Seeman, Eugene F., from Los Angeles, Calif., to 16318 Lake- 
wood Blvd., Bellflower, Calif. 

Shakin, William L., COPS 7°56; 45431%4 Coldwater Canyon, 
North Hollywood, Calif. 

Sharp, Omer L., from 806 N. Mariposa Ave., 
Road, Los Angeles 41, Calif. 

Thomas M., Mich., to 29015 Gibraltar 

Flat Rock, 

Ernest L., St. Louis, Mo., 
Road, St. Ann, Mo. 

Slve, Robert E., KCOS ’57; Stevens Park Osteopathic Hos- 
pital. 1141 N. Hampton Road, Dallas 11, Texas 

Smith, Howard A., from Monroeville, Ohio, to Detroit Osteo- 
pathic Hospital, 12523 Third Ave., Detroit 3, Mich. 

Smith, John Christopher, from Philadelphia, Pa., to Doctors 
Hospital, 1087 Dennison Ave., Columbus 1, Ohio 

Smock, Anna M., from Kansas City, Mo., to 703 Lorraine 
Blvd., Los Angeles 5, Calif. 

Sorensen, Louis, from 1014 Toledo Trust Bldg., to 2333 Tre- 
mainsville Road, Toledo 13, Ohio 

Spencer, Edward A., from Los Angeles, Calif., to 5502 Santa 
Monica Blvd., Hollywood 38, Calif. 

Spencer, Thomas M., from Long Beach, Calif., to 13421 S. 

to Randle, Wash. 


San Antonio Drive, Norwalk, Calif. 

Springer, James D., from Galvin, Wash., 

Staab, Richard C., from Tulsa, Okla., to Los Angeles County 
Osteopathic Hospital, 1100'N. Mission Road, Los Angeles 

Stanton, Rex J., from Long Beach, Calif., to 7854 Bleriot, 
Westchester, Calif. 

ee a R., COPS ’56; 2272 Pacific Ave., Long Beach 6, 

alif. 

Stauber, C. F., from McLoud, Okla., to 121 N. Allen St., Cen- 
tralia, Mo. 

Stier, Joseph F., from North 7. Calif., to 3860 
Spencer Way, Sacramento 21, 


Stryjewski, C. A., from Artesia Decanatie Hospital, to 208 
W. Richardson, Artesia, N. Mex. 


to 3202 Ashby 
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IT’S A 
CAMBRIDGE 


to 1873 Campus | 


The Cambridge “Simpli-Scribe” 


Model Electrocardiograph has important design fea- 
tures not found in any other Direct Writing Electro- 
cardiograph. Its platen is concave to compensate for 
the arc described by the writing stylus. As a result, 
its records are true rectilinearly without tangential 
error and accordingly do not require correction for 
accurate interpretation. 

The entire writing mechanism of the Simpli-Scribe 
is rugged, and yet it is extremely light in weight. 
This means a minimum of inertia and friction, low 
power requirement and resultant higher accuracy. 
The entire instrument is designed for light weight 
and convenience. For example, replacement of the 
paper roll is just a matter of snapping it into position. 
Simple means are provided for checking not only the 
standardization of stylus deflection, but also for 
checking accuracy of timing of the records as well. 
The controls are minimum in number and conven- 
iently grouped for ease of operation. The instrument 
requires no grounding wire under normal operating 
conditions. 

The Simpli-Scribe is a fine instrument worthy of 
its Cambridge nameplate. It provides the Cardiolo- 
gist, Clinic or Hospital with a direct writing Electro- 
cardiograph of utmost usefulness and accuracy. 


Send for descriptive literature 


CAMBRIDGE Also Makes the Standard String Galvanometer 
and Direct Writer Electrocardiographs in Multi-channel 
Models, Audio-Visual Heart Sound Recorder, Catheterization 
Monitor-Recorders, Operating Room Cardioscopes, Educa- 
tional Cardioscopes, Electrokymographs, Plethysmographs, 
Amplifying Stethoscopes, Research pH Meters, Automatic 
Continuous Blood Pressure Recorders and Instruments for 
Measuring Radioactivity. 


CAMBRIDGE INSTRUMENT CO., INC. 
3732 Grand Central Terminal, New York 17, N. Y. 
Oak Park, Ill., 6605 West North Avenue 
Philadelphia 4, 135 South 36th Street 
Cleveland 15, 1720 Euclid Avenue 
Detroit 2, 7410 Woodward Avenue 
Silver Spring, Md., 933 Gist Avenue 


CAMBRIDGE 


ELECTROCARDIOGRAPHS 


Pioneer Manufacturers of the Electrocardiograph 
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Sturchio, Lawrence E., from Los Angeles, Calif., to 1608 W. 


Centinela Ave., Inglewood, Calif. 

Sturdivant, David Lyn, from 1316B E. Harvard Ave., to Glen- 
dale Community Hospital, 800 S. Adams St., G lendale 7 
Calif. 

Sullivan, Tames J., PCO ’56; Flint General Hospital, 765 E. 
Hamilton Ave., Flint 5, Mich. 

Taylor, Harry R.. from Lewisville, Texas, to 4507 Gaston 
Ave., Dallas 4, Texas 

Thorington, Ed Chilton, from Birmingham, Ala., to 2601 
Broadway, Fort Wayne, Ind. 

Tong, Richard Dare, COPS ’56; Box 863, Florence, Ariz. 

—— Hugh A., from 424 Salem Ave., to 2143 Salem 

Dayton 5, Ohio 

Urse. tale Dy Fa from Niles, Ohio, to Doctors Hospital, 1087 
Dennison Ave., Columbus 1, Ohio 

Van der Voort, Paul C., from Main & Mulberry Sts., to 66 N. 
Wood St., Wilmington, Ohio 

Weintraub, Jack, from Phoenix, Ariz., to 2030 First St., San 
Fernando, Calif. 

Wesley, Adelin M., from Flint, Mich., to 2851 Clyde Park 

S. W.. Grand Rapids 8. Mich. 

Westwood, A. H., from Orrville, Ohio, to 2658 Bayview 
Drive, Fort Lauderdale. Fla. 

White, Frances L., from 1527 Northwest Blvd., to 2239 N. 
Starr Road, Columbus 21, Ohio 

Whittle. Tom W., from 6613 Jacksboro Highway, to 4223 
Miller St., Fort Worth 5, Texas 

Wiersema, Jay A., from Grand Rapids, Mich., to Detroit 
Osteopathic Hospital. 12523 Third Ave.. Detroit 3, Mich. 

Wildmann, J. Toseph, PCO 56; 9037 Long Beach Blvd., South 
Gate, Calif. 

Wilson, Walter Lynn, DMS ’57; 724 S. Jackson St., Tulsa 5, 
Okla. 

Wing, Thick G., from 2834 Glendale Blvd., to 2525 Griffith 
Ave., Los Angeles 11, Calif. 

Wood, Lois Goorlev, from 438 Bellevue Ave., to 1144 River 
Road, Trenton 8, N. J. 

Wood, William Owen, COPS ’56; 3948 Pennsylvania Ave.. 
La Crescenta, Calif. 

Young, Paul S., from 49 Martroy Lane, to 209 Martroy Lane, 
Wallingford, Pa. 

Yurkanin, Joseph, from Dayton, Ohio, to 4159 E. 13l1st St.. 


Cleveland 5, Ohio 
— Frank F., PCO ’56; 14 McKay Ave., East Orange, 


Zellis. Abraham, PCO ’56; 2402 S. Fourth St., Philadelphia 


48, Pa. 
Zettel, Robert H., from 89 S. Tenth St., to 428 Kresge Bldg., 
Minneapolis 2, Minn. 


Applications 


for membership 


ARIZONA 
Brickler, Lewis M., 4558 E. 17th St., 


Tucson 


CALIFORNIA 
Blum, Claude M., (Renewal) 7971 Park Drive, Fair Oaks 


RIDA 
Siegal, S., 421 E. St., Hialeah 
Porzio, Ray N ., (Renewal) Box 1112, Little River, Miami 38 


MISSOURI 

Cunningham, Nelson A., (Renewal) 5018 E. 24th St., Kansas 
City 27 

Reeves, William T., (Renewal) 3106 Woodland Ave., Kansas 


City 9 
Maxwell, Wayne E., (Renewal) 307 W. Main St., Savannah 


NEW JERSEY 
\Warden, Robert M., (Renewal) 329 Kingston Ave., Barrington 


OHIO 
Kotsch, George, (Renewal) Doctors Hospital, 1807 Dennison 
Ave., Columbus 1 
More, William T., (Renewal) 111 Portage Trail, Cuyahoga 
Falls 
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hotties 


O67 
mg. 


USP 


meg. 


6.67 me 


of 500. 


: 
r 
comorehensive physi supplement 
each Katee: re 
yit 3, G7 mg. 
Vitamin 
Bry with intrine 
sodium sait) 
Ferrous (exsiccated) 1&7 m¢ 
/ENZTME 
20:mg 
¥ethionine 16.7 me 
N iL HO 
Thee 
One Kapaaeb dines real 


In combating the aging process, 
proper nutrition is one of a number of 
factors which can help to “...avoid, 
retard, or even reverse some patho- 
logical changes....’’* 


Kapseals® 


mineral-vitamin-hormone supplement 


helps combat the aging complex now 


to foster good health and usefulness later 


- vitamins and minerals 
to help maintain cellular function 


* enzymes to aid digestion 
+ amino acids to help maintain nitrogen balance 
- steroids to stimulate metabolism 


*Freeman, J. T.: Features of Gerontology’s Clinical Future, 
J.A.M.A, 161:948, 1956. 
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When support is 
indicated for 
men because of 
occupation, in- 
jury or disease, 
Camp assures 
specific function 
for specific con- 
ditions. A com- 
plete line of sup- 


ports for men is stocked by Author- 
ized Camp Dealers, immediately 
ready to serve your patients with 
professional fittings. Camp’s mod- 
erate cost garments always are 
fitted precisely to your prescrip- 
tion. 
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why 50 million fathers 
have been happier than kings 


Through the ages, even royalty was often help- 
less where problems of infant feeding were con- 
cerned. Crowns quivered as the hungry cries 
echoed through the palace corridors. Thrones 
trembled as the wails of the princeling wavered, 
grew weaker. And there was no answer. 


Through the years medical science worked on 
the problems of digestive disturbances in infants. 
Progress was gradually made, and then in 
1929 medical research demonstrated that 
evaporated milk offered one of the most ~ (' 
versatile and satisfactory solutions to bottle ™ 
feeding problems. 


Since then, the fathers of more than 50 million 
babies have been happier than kings. 


Unique in its combination of advantages, evapo- 
rated milk supplies maximum nourishment . . . 
plus a level of protein sufficient to duplicate 
the growth effect of human milk . . . flexibility 
in carbohydrate adjustment . . . easy digesti- 
bility . . . dependable sterility . . . 


and all this at minimum cost. 


PET EVAPORATED MILK... backed by 


72 years of experience and continuing research 


PET MILK COMPANY e ARCADE BUILDING e ST: LOUIS 1, 
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Nothing is 


quicker... 


Nothing is 


more effective... 


THE MEDIHALER PRINCIPLE 


Automatically measured-dose aerosol 
medications. In spillproof. leakproof, 
shatterproof, vest-pocket size dispensers. 
Also available in Medihaler-Phen™ 
(phenylephrine-phenylpropanolamine- 
hydrocortisone-neomycin) for prompt, 
lasting relief of nasal congestion. 


MEDIHALER-EPI 


Epinephrine bitartrate 7.0 mg. per cc., suspended 
in inert, nontoxic aerosol vehicle. Contains no 
alcohol. Each measured dose 0.15 mg. actual 
epinephrine. 

For quick relief of bronchospasm of any 
origin. Acts more rapidly than subcutaneous 
epinephrine in acute allergic reactions. 


MEDIHALER-ISO° 


Isoproterenol sulfate 2.0 mg. per cc., suspended 
in inert, nontoxic aerosol vehicle. Contains no 
alcohol. Each measured dose 0.06 mg. actual 
isoproterenol. 
Unsurpassed for rapid relief in asthma, bron- 
chiectasis, emphysema. 
Prescribe Medihaler medication with 


Oral Adapter on first prescription. 
Refills available without Oral Adapter. 
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sleep for the ns, 


Kone stroboscopic photo shows movements of 
restless sleeper (28-year-old male) after placebo. The following 
night the same patient was given nonbarbiturate Doriden 0.5 Gm. 
at bedtime. The result was an approximate 50 per cent reduction in 
overt motion and restlessness. Doriden® (glutethimide CIBA) acts 
within 15 to 30 minutes; induces 4 to 8 hours of sound, natural 
sleep; rarely causes morning hangover. C I B A Summit, N. J. 
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